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Executive Summary 

The Cost Recovery Programs for Health Project (CRHP) was approved by the Umted States 
Agency for International Development (USAID) Mission m Egypt in 1988 followmg two years 
of discussion and planrung wth the Egyptian Mimstry of Health (MOH) The purpose of the 
project, as revised in the 1993 Project Paper Supplement, is to broaden and diversify approaches 
for financing personal health services, wth the goal to enhance the quality, sustamability, 
accessibility, and affordability of health services for the Egyptian people Also in 1993, the 
project was extended to September 1998 and USAID funding was reduced to $78 5 million plus 
a local currency grant equivalent to $10 million The revised project includes three components 
wth the followmg sub-purposes 

F Component One To develop and test cost recovery systems in a mnlmum of five pilot 
MOH facilities as a model for country-wde application 

b Component Two To improve the efficiency, utilization, and management practices of 
two existing cost recovery organizations 

F Component Three To expand private sector financing of individual and group practices 
and develop alternative prepaid and managed care models 

In January 1996, a midterm evaluation team was assembled to 

Evaluate the project's progress in acheving its objectives, as revised in the 1993 Project 
Paper Supplement, 

Identify any strengths and weaknesses in project mplementation, 

Identify any major institutional andfor policy changes whch have implications for project 
design, and 

Make recommendations concemng project revision or amendment 

During the team's visit to Egypt (January 1 1- February 8, 1 W6), they found that the CRHP has 
made several notable ach~evements Most importantly, there is growng, if not wdespread, 
awareness and support for health reform w h n  the MOH and at the hghest levels of 
government Over the life of the project (LOP), the values of decentralized decision malung 
have become more clearly understood, and experience has been gained in building institutional 
capacity through strengthening management and lrnproving the quality of services provided In 
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addition, worlung management information systems have been developed that have potential 
application throughout the health system 

The CRHP is an ambitious project, with great potential and import for the Egyptian health 
system Despite the attainment of sigmficant accomplishments, some of whch are mentioned 
above, in other areas progress has been uneven and achevements have fallen short of 
expectations The project contmues to be constramed by an unrntegrated design, a burdensome 
array of deliverables, fragmented techca l  assistance, and a disjointed management structure 
Even with its weaknesses, however, the Evaluation Team believes that, in the tune remaimng, 
the project can begln to lay the foundat~ons for more managed care orlented reforms m the 
next Egyptian health project ~f ~ t s  efforts and resources are refocused on the following 
ach~evable objechves whlch are compatrble wlth the existmg project strategic objectives 

Documentation of a simplified model of cost recovery that emphasizes quality 
improvement and management strengthemng, with less emphasis on the full development 
and implementation of the eleven modules 

Application of the Management Information System (MIS) technology and traimng 
capacities, developed for the Health Insurance Orgmzation (HIO), to a broader array of 
MOH facilities, HIO-contract, and the Curative Care Orgmzation (CCO) facilities 

Development of the orgmzational and managerial capacity of HI0 and CCO to apply 
systems improvements in maximizing their orgmzational potential and clarifying their 
roles as major players m Egypt's health system 

Building a sustainable capacity withn the MOH for directmg health system reform by 
creating a forum for discussing major issues of health policy, such as financing 
alternatives, managed care, capitated payments and insurance, targeting governmental 
subsidies, and the role of the private sector 

These objectives cut across project components, uslng the achievements and l e m n g s  from one 
component to support efforts in other components, and providing stronger integration of all 
component activities toward a common goal of prepmng Egypt for more dramatic systemwde 
health care reform To be successful, project management wll  need to place a greater emphasis 
on coordinating and clarifymg the authonbes and relationshps of the USAID Project Officer, the 
Project Director, and the Chefs of Party of the principal contractors, as they relate to each other 
and the three project components, the MOH, the HIO, and the CCO The strategic objective of 
the current project should not be changed, given the short time remamng in the project and the 
difficulty of modifying project documentation The recommended move toward managed care is 
only conceptual at this stage since there is no MOH decision to do so 
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In conducting its study, the Evaluation Team was asked to address a number of questions related 
to the project in general and each project component specifically Annex 6 includes the Team's 
detailed response to these questions In summary, the Evaluation Team offers the following 
major conclusions and recommendations 

A GENERAL 

THE PROJECT SHOULD CONTINUE Whle project objectives have not been acheved, a few 
sigruficant accomplishments are readily apparent Greater support for health reform, 
experience m mtitution strengthemng, and MIS developments all contribute to preparmg 
Egypt for additional advances in the future In the short tune r e m a m g  m its life, the project 
can build on its accomplishments by sunplifymg the cost recovery model, strengthemng HI0  
and CCO capacities, and enriching the dialogue on pol~cy Issues and fmncmg alternatives 
Furthermore, to achieve greater integration among all project components, project 
management should emphasize cross-component commurucation and coordmatlon 

B COMPONENT ONE 

THE COST RECOVERY MODEL AS CONCEIVED IS NOT VIABLE AND SHOULD BE SIMPLIFIED 
Several factors cast doubt on the likelihood that the Cost Recovery (CR) Model as now 
conceived for Phase A, can, or should be, widely replicated it is poorly and unclearly defined 
and overly complex, the capital needed for broad scale renovations and equipment purchases is 
not readily available, a greater emphasis on the management of quality care and quality 
management is needed if substantive improvements are to occur, and a streamlined, less 
technology-intensive approach to introducing managenal improvements is needed if the effort is 
to be sustained urlth local expertise The Cost Recovery Model for Phase B should be simplified 
to focus on elements that contribute most significantly to successful cost recovery 
organizational independence, managerial accountability, quality improvement, and basic 
accounting capabilities Efforts should focus on documenting implementation methodologies 
and traimg programs that have proven their usefulness in Phase A Further development of the 
eleven modules should be de-emphasized 

IN THE SIMPLIFIED COST RECOVERY MODEL, MEDICAL QUALITY ASSURANCE (MQA) SHOULD 
BE EMPHASIZED The product of health care facilities is medical/climcal services Ethxally, the 
CRHP should result in a real and direct ~mprovement of those services The Cost Recovery 
Model addresses the product through improving the performance of nurses, infection control, 
renovating and equipping facilities, and MQA The establishment of a proficient MQA program 
does not seem to have received the same emphasis, nor is it receiving a similar level of effort as 
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the other elements MQA has been imtiated at only one facility Specific MQA activities should 
be imtiated at all cost recovery facilities 

The concept of quality mprovement that has developed at the five Phase A project sites is that it 
is generally viewed to be a result of managerial mprovements, physical facility and equipment 
renovations (1 e , new and specialized medical diagnostic and therapeutic equipment), and 
marketing While these elements contribute to establishmg a conducive environment for quality 
medical care, they do not automatically produce it Nor does the absence of one or more of the 
elements necessmly impede the delivery of quality medical care A more active emphasis on 
MQA will help to rectify these misperceptions 

PHASE B SHOULD PROCEED BUT ITS OBJECTIVES SHOULD BE REDEFINED Although Phase A 
has failed to acheve many of its objectives, nevertheless much has been learned Renovations 
and equipment have been delayed, the modules have been too numerous and complex to be 
fully Implemented in any pilot facility, there has been little sharing of experience from one 
locale to another, implementation methodologies have been poorly documented, and only a 
couple of pilot facilities have shown even a marglnal increase m revenues Still, as mdicated, 
much was learned in Phase A that can now be applied m redefimng the Cost Recovery Model 

The objective of Phase B should be to document and test a more viable model of institutional 
strengthenmg that can be adapted to other facilities usmg local resources and expertise T h s  
revised model should be applied and tested in a wider array and variety of pilot facilities that 
are more representative of Egypt's public health facilities, mcluding HIO, HIO-contract, and 
CCO facilities as well as MOH facilities Work should continue at Phase A facilities, but 
efforts to finallze the eleven modules should be de-emphaslzed as described previously 

C. COMPONENT TWO 

HIO'S INFORMATION TECHNOLOGY AND TRAINING SHOULD BE LEVERAGED TO CCO AND 
MOH FACILITIES Roughly 40 percent of the project's budget has been allocated to MIS 
activities To date, CRHP has supported software development by three separate groups the 
Project Directorate (PD), for MOH facilities, Maximus, for the HIO, and Data Processing 
Systems (DPS), a subcontractor to Birch and Davis International (BDI), for CCO prototypes 
Withm a few weeks, USAID is expected to award a contract for a fourth CRHP software 
development effort, again on behalf of CCO All of t h~s  software includes components intended 
to enhance the management of health care facililes The HIO/Maxlmus effort provides the most 
robust and complete facility management system of those developed to date and should be 
adapted for use at MOH and CCO facilities Task five of the Umversity Research Corporation 
(URC) contract, whch calls for institutionalization of t r m g  in MIS across all components 
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should be eliminated fiom the contract, slnce t r w g  in MIS operation has already been 
institutionalized at HI0 

HI0 SHOULD BE ASSISTED IN DEFINING ITS ROLE AS A MAJOR PLAYER IN EGYPT'S HEALTH 
CARE SYSTEM HIO, mth its nascent managed care structure and its growmg mandate to 
provide health care to a large portion of the population, wl l  clearly play an unportant role in 
health sector reform Worhng wth  HI0 is obviously a much larger undertalung than sunply 
providmg an MIS, and CRHP has already begun to explore the potential Maxlmus has been 
providing assistance in reorgmzation since the spnng of 1995, and at the end of 1995 URC 
posted a long term advisor to assist in strategic planrung and policy development CRHP should 
further expand its assistance in p l m n g  and policy development by commissiomng special 
studies from the Data for Decision Malung Project (DDM), and by malung use of the information 
beginning to come from the MIS By sponsonng colloquia and seminars, CRHP can both 
disseminate information and include MOH, private sector, and academic expertise in the health 
sector reform process These initiatives will require extension of resources and activities 
originally targeted for Components One and Three The transition to managed care requires 
automation, both to isolate potential cost containment methods, and to identi@ practices that lead 
to improved long-term health outcomes The HI0 MIS provides a solid foundation to improve 
HIO's ability to pay for, and to provide, health services 

SUPPORT TO CCO SHOULD BE REDIRECTED TO ADAPTING HI0  INFORMATION TECHNOLOGIES 
AND DEVELOPING CCO's MANAGERIAL CAPACITIES USAID is about to award a contract for 
development of a "state-of-the-art" MIS for CCO It is the consensus of the Evaluation Team 
that this procurement action should be terminated CCO is unlikely to take full advantage of the 
MIS, because CCO does not appear to be interested in improving its management techmques, 
and because the quality assurance system required to use the information technology is not in 
place In lieu of a separate system, CCO should be offered the HIOMaxlmus system and 
participation in the orgmzational, financial, and quality management trainmg already proposed 
for MOH and HI0 facilities The "knowledge base" of protocols and medical information 
descnbed in the RFP should be provided to all CRHP facilities by purchasing a selection of 
commercially-available digital medical resources 

D COMPONENT THREE 

THE CREDIT GUARANTEE CORPORATION'S (CGC) IMPACT AND FUTURE ROLE IN PRIVATE 
SECTOR DEVELOPMENT SHOULD BE ASSESSED The importance of CGC's role in the health care 
system is uncertain Studies should be undertaken to assess the need for credit among pnvate 
providers, USAID'S and MOH's leverage in influencing the role and growth of the pnvate 
sector, the success of the CGC in influencing private sector investments, and how CGC might 
play a role in pnvate sector development, including the possibility of creatmg a revolving h d  to 
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support loan guarantees to MOH facilities for financing renovations and capital purchases One 
goal of Component Three is to expand the delivery of health care through the pnvate sector 
Much of the analysis needed to determine if and how the pnvate sector should be expanded is not 
available URC should build upon the previous DDM work in t h s  area and closely collaborate 
with DDM in completing further studies These studies should include an exammation of 
individual pnvate providers, hospitals, and pharmacists Once the current situation is better 
understood, URC should begin a dialogue w t h n  both USAID and the MOH about the role of the 
pnvate sector and poss~ble options for influencmg sector Attent~on should be given to 
issues of equity and quallty 

SUPPORT TO THE SUEZ CANAL UNIVERSITY-FACULTY OF MEDIcINF, (SCU-FOM) AND THE 
MEDICAL SYNDICATE (MS) SHOULD BE LIMITED Efforts to establish an HMO at the SCU 
have been underway for many years, progress has been slow, and an HMO is not likely to be 
operational by the time the CRHP ends Conditions have changed considerably since the idea of 
the HMO was presented, including faculty changes and mcreased competition by health services 
providers in the area Furthermore the Umversity's level of commitment has fluctuated Until 
the university authorities demonstrate greater commitment and obtain the necessary legal status 
for the HMO, the level of URC techcal  assistance should not be increased Any M e r  
assistance should be linked to performance and should utilize matenals and traimng 
opportunities developed for the MOH, CCO, and HI0 

Expansion of the MS health insurance plan IS neither feasible nor desirable under the CRHP It 
is doubtful that the program can be expanded and remain financially viable Furthermore, 
encouraging the development of multiple insurance plans m11 lead to greater fragmentation of 
the health insurance sector and encourage a two-tiered system of health care However, the MS 
m11 be a powerful group as the health sector is reformed In addition the MS has incorporated a 
number of managed care concepts into their plan and is clearly a valuable source of experience 
and mformation The MS should be encouraged to share its experience through seminars, 
conferences, training programs, and the provision of consulting services In return, URC should 
assist the MS to improve its system by providing access to management trmmng, software, and 
other materials produced for the CCO, HIO, and MOH 

E PROJECT MANAGEMENT 

SUSTAINABILITY AND CAPACITY BUILDING SHOULD BE STRESSED Little time remams m the 
project in which to develop the Egyptian expertise needed to sustain and advance health care 
system reforms Each of the contractors is devoting considerable effort to tranmg of counterpart 
staff The evaluation team wshes to emphasize the importance of t h s  traimng to overall project 
success Much of the work done by the Carnbndge Consulting Corporation (CCC) on defimg 
various management systems was misdirected and inappropnate Dumg that time there was a 
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strong "deliverable" onentation rather than a "developmental" onentation for the project The 
recent exercise to develop an Annual Implementation Plan seemed to illustrate the "deliverables" 
onentation again The plan document should reflect the collaborative th~nlung of the vmous 
participants The benefits of the annual plan are in negobating the numerous elements and 
reachng understanding and support Much of the annual plan's potential benefit seemed shorted 
because of the press of time 

In addition, a forum should be created where representatives of MOH, CCO, HIO, and even the 
pnvate sector, academia, and other governmental mwstrres can meet together lnfonnally to 
study and discuss issues of health policy, financing, and restructmng, and their relevance to 
Egypt The goal should be to develop an understanding of health policy issues and reforms at 
national, regional, and institutional levels 

THE ROLES, RELATIONSHIPS, AND AUTHORITIES OF THE PROJECT OFFICER, THE PROJECT 
DIRECTOR, AND CONTRACTOR CHIEFS OF PARTY SHOULD BE CLARIFIED CUITently contractor 
responsibilities are fragmented across project components and there is a lack of coordinated 
direction fiom the Project Officer Responsibilities and authonties of the Project Officer, Project 
Director, and Chefs of Party regarding development, implementation, and institutionalization of 
the CRHP remain unclear Lack of understanding of mutual roles among contractors was 
illustrated in several ways The two MIS contractors and counterpart organizations had limited 
information about each other and about their similar efforts Pilot hospital development was 
proceeding w t h  only cursory understanding about what might be applicable from the HI0 and 
CCO experiences, and there seemed to be a long-standing gap between the Egyptian team 
members and their U S counterparts, a situation that was being addressed by URC dmng the 
visit of the Evaluation Team The USAID Project Officer should direct and coordinate the 
development, implementation, and institutionalization of the work done by the three USAID 
pnnciple contractors Coordination could be enhanced through an additional regular meeting of 
the Project Officer and all of the Chefs of Party of the pnnciple contractors The Contracts 
Officer should attend these meetings at least once a month The Project Officer must provide 
timely inspection, feedback, and acceptance of deliverables 

In sum, the Evaluation Team feels that, in its last 30 months of life, and m spite of its 
difficult~es to date, the Cost Recovery Programs for Health Project can still make an important 
contribution toward reforrmng Egypt's health care system, and provide valuable lessons for 
slrmlar efforts m other developmg countries 
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b Introduction 

A PROJECT CONTEXT SITUATION IN EGYPT 

In the mid-1 98Os, Government of Egypt (GOE) policy guaranteed free health care to all citizens 
through a network of some 2,000 health climcs and 225 hospitals operated by the Mlnlstry of 
Health (MOH) The ''free health care for all" policy was intended to protect the poorer elements 
of society, but resulted in MOH facilities being poorly staffed and eqmpped to provide 
acceptable quality health services to any segment of Egyptian society Budget limitations, a 
rapidly growng population, the inab~lity to charge fees for services, and a personnel policy of 
hinng all graduated physicians, were identified in the Project Paper (PP) and the 1993 PP 
Supplement as major constrants to improving health care The MOH budget represents only 
1 8% of GOE expenditures annually, even though the GOE policy accords hlgh pnonty to 
providing health services for all Egyptians The MOH budget and staffing are heavily onented to 
hospital-based curative care With a policy of hinng all graduated physicians and wth  limited 
capabil~ty to reduce total staffing, salaries now account for 80% of the MOH operational budget 
Facility maintenance has suffered, making MOH facilities less attractive to consumers as a 
source of health servlces 

USAID policies in the late 1980s encouraged field missions to utilize the private sector to 
assume hc t ions  formerly considered to be governmental responsibilities Among these policies 
was one encouraging greater use of private sector mechanisms to stimulate improvements in 
health care 

B PROJECT DESCRIPTION 

The Egypt Cost Recovery Programs for Health Project (CRHP) was approved by USAID in 
September 1988 as an elght year project Plantllng for the project began in 1984 when a Project 
Steermg Committee (SC) was organized wth membershp exclusively from the MOH USAID 
staff later initiated steps to prepare the PP The project goal was to enhance the qual~ty, 
sustainability, accessiblhty, and affordabllity of health servlces for the Egyphan people by 
establ~shmg a rational financial basls for the health sector through cost recovery systems The 
purpose of the project was to broaden and divers~fy approaches for financmg personal health 
services m Egypt 
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The project had three main components 

1 Develop and test cost recovery systems in MOH facilities as a model for country- 
mde application 

2 Improve the management, efficiency, and utilization of existing cost 
recovery orgamzations 

3 Expand pnvate sector financing of individual, group, and prepsud care 
practices 

Following nearly four years of limited project activity and growng frustration, a review of the 
project was completed in Apnl 1992 Based on the review team's recommendations, a PP 
Supplement was drafted and approved on August 21, 1993 It included major downward revision 
of anticipated project outcomes, especially for Component One mentioned above The PP 
Supplement included a significant reallocation of USAID funds among the three project 
components as well as modifications in the project goal, purpose, component sub-goals, and end 
of project status (EOPS) indicators USAID's contribution to the project was reduced whle the 
estimated host country contribution was increased The project was extended two years to 
September 30, 1998 

A Project Directorate (PD) was to be established to manage and implement Component One 
under the supervision of the Minister of Health The PD was envisioned as a temporary entity to 
establish policies, develop guidelmes, and test the cost recovery program in a limited number of 
facilities By the end of the project, its functions would be transferred to existmg units withm the 
MOH Activities under Component Two would be implemented through the existing 
admilvstrative structure of the HI0 and CCO Funds for the Credit Guarantee Company (CGC) 
would be channeled through the Milvstry for International Cooperation 

The PP anticipated that a prime contractor would be selected through a competitive bidding 
process to assist the PD in implementing all three components Due to major disagreements 
between USAID and MOH staff about the purpose and implementation plans for the project, as 
well as almost annual turnover of the director of the Project Directorate, no pnme contractor was 
selected A buy-in to the AIDIW Health F~nancing and Sustamability Project (HFS) provided 
access to techrucal assistance through Abt Associates, Inc to undertake additional background 
and policy studies In mid- 199 1, an exchange of letters between USAID and the MOH provided 
a common commitment and understanding of the CRHP A USAID-sponsored project review 
undertaken in March 1992 led to two major actions 

First, USAID imtiated a "bndge" contract with Cambndge Consulting Corporation (CCC) to 
provide techrucal assistance and orgaruze some tramng activities until a prime contractor could 
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be identified The bridge proved to be a long one, lasting from November 1992 through July 
1995 

Secondly, USAID prepared and approved a PP Supplement in August 1993 The PP Supplement 
sought to clmfy the overall rationale and strategic objectives of the project, define a subpurpose 
for each of the three components, clarify the specific objectives and scope of activities for 
Component One, and readjust the project budget 

Fmally, in May 1995, USAID awarded the pnme contract to Umversity Research Corporation 
(URC) to take responsibility for Component One and part of Component Three and to assume 
coordination responsibility for all three project components 

The redefined project goal, purpose, component subgoals and EOPS are stated in the followng 
section 

C PROJECT GOAL, PURPOSE, COMPONENT GOALS, AND END 
OF PROJECT STATUS INDICATORS 

The following table highlights the project goal, purpose, component goals, end of project status 
indicators, outputs and inputs as described in the 1988 PP and the 1993 PP Supplement 

TABLE 1 - COMPARISON OF KEY INDICATORS OF 1988 PP AND 1993 PP SUPPLEMENT 
Please refer t o  Annex  3 fo r  a summary o f  the contractors ut l l ized t o  date fo r  the CRHP, the ma jo r  responslbll it les o f  

each contractor, contract amounts, and  contract dates 

ACTIVITY 
Project Goal 

Project Purpose 

Health Technical Serv~ces Project 

Component 
OnePurpose 

Component One 
EOPS 

1988 PROJECT PAPER 
Improve the health of the Egyptian 
people by enhancing the qualrty 
avarlability sustainability, and 
accessibrlity of health services 

Establish a sound financial basis for the 
health sector through cost recovery 

1993 PROJECT PAPER SUPPLEMENT 
Enhance the quality sustainability accessrbility and affordabrlity of health services for the 
Egyptian people 

Broaden and drversrfy approaches for financing personal health services In Egypt 

Implement policy changes and develop 
necessary institutional systems to 
convert MOH hospitals and polyclin~cs to 
user feelcost recovery systems 
80% of 50 cost recovery facil~ties ach~eve 
operating self sufficiency 

- - 

Develop and test cost recovery systems n MOH facrlrties as a model for country wrde 
application 

a Increased proportion of total health care expenditures financed by pnvate sector payments 
b Facrlit~es wrll be covenng 100% of nonpersonnel operatmg costs 80% of equipment 
deoreciation, and 30% of buildincl deoreciation from Dnvate sector oavments 
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ACTIVITY 1 1988 PROJECT PAPER 
Component One 

Outputs and 
lndcators 

Convert 40 MOH hosprtals and 10 
polycl~nlcs to user feelcost recovery 
systems 

I 

Component One I $45 m~l l~on 
lnputs 

Component Two 
Purpose 

Component Two 
- EOPS 

Component Two 
Outputs 

lmprove management pract~ces and 
operat~onal eftlc~ency at the HI0 and 
CCO 

Improved cost-effectwe services 
provrded to 2 5 m~lhon people In HI0 and 
CCO fac~l~tres 

Operat~onal MIS systems In place at HI0 
and CCO facrl~t~es 

I 

Component Two 1 $10 m~ll~on 
lnputs 

Component 
Three Purpose 

Component 
Three EOPS 

Component 
Three Outputs 
and lnd~cators 

Support expansion of pnvate sector 
health practltroners and develop prepa~d 
group practrces 

45 000 people use new prepa~d health 
care servlces 

a Cap~tahzed cred~t guarantee fund to 
guarantee loans by banks to prlvate 
health practltroners establ~shed by the 
Cred~t Guarantee Company for Small 
Scale Enterpr~se (CGC) 

USAlD Project 
Management 
(Audrts, 
assessments 
and evaluatrons 

Total USAlD 

Component 
Three lnputs 

Fundmg 

Total Egypt~an 
Fundmg 

PACD 

$5 5 m~lhon plus $33 m~lhon for 
cap~tal~zat~on of CGC loan guarantee 
fund 

$1 5 rn~ll~on 

Sept 30 1996 

1993 PROJECT PAPER SUPPLEMENT 
a Demonstrat~on of successful cost recovery operat~ons lnd~cator A mlnrmum of 4 MOH 
hosprtals and one MOH polycl~nrc converted to cost recovery operat~ons 
b Techncal and management capab~l~ty rn place w~th~n the MOH to rephcate cost recovery 
model to other health fac~lrt~es lnd~cator CRHP D~rectorate staffed w~th MOH personnel 
experienced n cost recovery 
c A system establ~shed In the MOH Plannmg D~rectorate to track publ~c sector curatwe and 
preventwe health expend~tures lnd~cator Informat~on ava~lable to MOH demon makers 

$36 713 m~ll~on 

lmprove the effiaency, ut~l~zat~on, and management of exrstmg cost recovery organ~zat~ons 
(HI0 and CCO) 

lmproved costeffectwe sences bang prov~ded to 20 m~ll~on people through HI0 and CCO 
fac~l~t~es 

a MIS systems ~nstalled and bang ut~hzed at HI0 and CCO fac~l~t~es for ~mproved 
management, adm~n~strat~on, finance and market~ng lndrcator MISS Installed reports berng 
generated and ut~l~zed for dec~s~on mak~ng 
b Cost contarnment and system effic~ency lead~ng to expanded coverage by both HI0 and 
CCO lnd~cator 25% Increase In utrl~zat~on of HI0 and CCO fac~l~tres 
$34 908 rn~llron 

Expand pnvate sector financ~ng of ~nd~v~dual group and prepa~d health care pract~ces 

100 000 addrt~onal people usmg pnvate sector prepa~d health care servlces 

a Cred~t guarantee fund through CGC operat~onal 
b lmproved comrnercral bankmg system prov~drng financial servlces to health care prov~ders 
lnd~cator 10 commercral banks act~vely partrc~patmg 
c Increased numbers of new or expandmg pnvate sector health care prov~ders partrcularly In 
rural areas and secondary c~t~es lnd~cator 5 000 loans to new or expandmg pnvate sector 
health care prov~ders 
d V~abMy of new or expanded pract~ces lndrcator Default rate of no more than 10% 
e New pnvate managed care systems (I e , HMO l~ke schemes) lnd~cator Two new 
schemes 

$2 563 961 plus LE equ~valent of $10 m~ll~on for CGC loan guarantee fund 

$78 5 m~llron and LE equ~valent of $10 m~llron 

Sept 30 1998 
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11. Evaluation Design 

PURPOSE OF THE EVALUATION 

The purpose of t h s  Midterm Evaluation of the Cost Recovery Programs for Health Project 
(CRHP) is to assess the cont~nuing validity of techcal,  adrnmstrative, social, cultural, and 
economic assumptions made in the project design, as revised in the PP Supplement, and to 
review progress to date The evaluators were asked to pay particular attention to the phased 
performance disbursement design whch spells out specific objectives for use m reachng 
decisions concermng continued next phase funding or design modifications The evaluators were 
also asked to identify constraints to the achevement of project benchmarks or indicators and 
support development of practical solutions to persistent problems affecting the pace of project 
implementation Finally, the Evaluation Team was asked to review the effectiveness of 
assistance provided under the numerous project-funded contracts and agreements m supporting 
implementation of activities under the three project components 

B EVALUATION TEAM COMPOSITION 

The evaluation team consisted of six persons Charles Johnson, MA, MPH, served as Team 
Leader He is a retired USAID health-population officer wth  extensive experience in project 
design, evaluation, and management and knowledge of USAID projects, financial systems, and 
procedures Peter Boddy, MD, MPH, is country director of Esperanza Bolivia (a health PVO) 
and a specialist in information, education, communication, tramng, and pnmary health care He 
served as the climcal specialist and focused on Component One activities Mary Church, MA, is 
an information systems analyst and computer specialist and concentrated on Component Two 
activities Suzzane McQueen, who served as a health policy specialist and focused on 
Component Three act~vities, is a Johns Hophns Fellow assigned to the USAIDIW Bureau for 
Global Programs, Field Support and Research, Center for Population, Health and Nutrition, 
Office of Health and Nutrition, where she works on the worldwide Health Financing and 
Sustainabllity (HFS) Project, she is completmg her doctorate in health policy at Johns Hophns 
Umversity George Provenzano, PhD, served as the health care financing specialist He is a 
faculty member in the Department of Pharmacy Practice and Sclence, Umversity of Maryland, 
where he is actively engaged in research, teaching and public servlce in health care 
admimstration and financing, and in evaluation of pharmaceuticals and other technologies for 
health care Robert Taylor, MHA, served as the hospital adrnlmstration and health services 
management specialist He is president of Taylor Associates International and has over 30 years 
experience as a manager, consultant, and educator in health services management in the Umted 
States and abroad 
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C EVALUATION METHODOLOGY 

The principal methodologies utilized for this evaluation Include document review, interviews 
with relevant officials, and site visits The planned two-day team planrung meeting in 
Washmgton, D C was canceled because of heavy snow The team spent four weeks in Egypt 
(January 1 1 - February 8, 1996) to review the extensive documentation related to the project, and 
conduct interviews wth  officials and staff of USAID, MOH, the project-related contractors 
(URC, Maximus, and DDM), the five hospitals involved in the CRHP, HIO, CCO, CGC, 
Medical Synd~cate, SCU-FOM, and other knowledgeable individuals involved wth the project 

Members of the team made site visits to the five cost recovery facilities 1) Embaba Hospital in 
Giza, 2) 15th of May Hospital m Helwan, 3) Shark A1 Medina Hospital m Alexandna, 4) 
Kantara Gharb Hospital in Ismailia, and 5) Kafr El Dawar Polyclimc in Beheira, to examine the 
extent to which cost recovery efforts were being implemented in these pilot sites Some team 
members were able to visit two private hospitals in Cairo the Cairo Kdney Center and Alsalam 
Hospital, to gain a better understanding of the Egyptian pnvate sector's involvement in health 
care, Hellopolis Hospital to view computer prototypes prepared for CCO, and Nasr Polyclimc 
and the Cairo branch office of HI0 to view the MIS operations and traimng facilities 

The team made oral presentations of its major findings, conclusions, and recommendations to 
the staff of USAID, the MOH, and the current contractors involved in the project The team left 
a draft of its full evaluation report with USAID before departmg Egypt 

Please refer to Annex 4 for a list of the documents reviewed and to Annex 5 for a list of persons 
contacted 
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111. Fin dings 

A GENERAL FINDINGS 

The CRHP has made several notable achievements Most importantly, there is growmg, if not 
wdespread, awareness and support for health reform wthm the MOH and at the hghest level of 
government Over the life of the project, the values of decentralized decision malung have 
become more clearly understood, and expenence has been gamed in buildlng institut~onal 
capacity through strengthening management and improving the quality of services provided In 
addition, worlung management information systems have been developed that have potential 
application throughout the health system 

Despite these enormous accomplishments, progress has been uneven The project continues to 
be constrained by an wntegrated design, a disjointed management structure, a burdensome array 
of deliverables, and fragmented technical assistance The Evaluation Team believes that, in the 
time remaimg, the project should refocus and redirect its energies and resources to pursue the 
four themes listed below 

1 System-wide Perspective 

By design, the project lacks a system-wide perspective Each project component focuses on a 
different aspect of the health care sector wthout an overall integrating purpose Component One 
emphasizes institutional-level revenue generation and management strengthenmg, but largely 
ignores how these initiatives advance system-wide reform Component Two emphasizes the 
development of management systems for HI0 and CCO, but neglects to address the potential of 
these two orgamzations in shaplng Egypt's health care system as a whole Component Three is 
designed to strengthen pnvate health insurance and providers, but without a clear idea of how 
these organizations relate to other elements of the health care system 

The Evaluation Team recommends that, for the remainder of the project, all project components 
should be directed toward a common purpose of helping Egypt prepare for system-wde health 
care reform and a possible transition to managed care The objectives of the current project need 
not be changed 

2 Alternative Financmg Methods, Managed Care, and Quality Improvement 

The imt~atives begun under CRKP have far-reaching implications that should be nurtured and 
developed For example, "cost recovery" may have llrnited impact on its own, but the term has 
become a shorthand reference for "health system reform" often cited by MOH and GOE officials 
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The introduction of cost recovery methodologies, even if not wholly successful, has focused on 
the need to strengthen institutional management and improve the quality of the services 
provided There is a need for specific efforts to improve medical services w th  the establishment 
of Medical Quality Assurance Furthermore, the strategic potential of HI0 as a capitated insurer 
and managed care provider, and its potential for shapmg the future of health delivery in Egypt, is 
not well understood HI0 is umque in Egypt as an example of a potentially large staff model 
HMO (similar to the Kaiser-Perrnanente model) wth capltated financmg, gatekeepmg, and 
referral functions already In place Fmally, the potentials of CCO as a major multi-mst~tut~onal 
prov~der, and ~ t s  possible role in a managed care environment, have not been explored 

3 Sustamab~hty and Capac~ty Bulldmg 

Little time remzuns in the project in which to develop the Egyptian expertise needed to sustain 
and advance health care system reforms Each contractor has a plan for training of counterpart 
staff and each technical advisor is responsible for serving as a mentor and teacher Project 
management needs to assure that h s  important project activity is not neglected in the rush to 
complete activities in the limited time remaining for the project 

In addition, a forum should be created where representatives of MOH, CCO, HI0 and even the 
pnvate sector, academia, and other governmental ministrres can meet together informally to 
study and discuss issues of health policy, financing, and restructuring and their relevance to 
Egypt The goal should be to develop an understanding of health policy issues and reforms at 
national, regional, and institutional levels 

4 Red~rect~on of Uncomm~tted Project Resources 

The uncommitted project budget, and much of the technical assistance provided under the URC 
contract, should be redirected toward activities that help fulfill the purpose of system-wde health 
care reform The Cost Recovery Model of Phase A, under Component One, should be redefined 
and simplified to assure its relevance to system-wde reform In addition, Phase B should be 
redesigned to determine how the Cost Recovery Model can be adapted to a broad array of MOH, 
HIO, and CCO facilities The MIS technologies and traimng programs, developed for HI0 under 
Component Two, should be extended to MOH and CCO facilities Both HI0 and CCO should be 
offered assistance m developlng their orgmzational capabilities and fulfilling their potential as 
major players in Egypt's health care system The resources budgeted in Component Three have 
been largely untapped and should be used to conduct studies that emch the dialogue on issues of 
health sector reform USAID should examine the potential of developing a revolvmg fund, 
through the Credit Guarantee Corporation or simlar orgamzation, to provide worlung capital to 
public hospitals interested in reform 

Health Techn~cal Serv~ces Project 



M~dterm Evaluatzon Egypt Cost Recove y Programs for Health Project 

Every aspect of the project needs to be focused on these four themes for successful 
implementation Project management should clarify the roles and relationshps of the Project 
Directorate, USAID, and the principal contractors, as they relate to all project components, the 
MOH, CCO, and HI0 The Cost Recovery Model, as defined for Phase A under Component 
One, should be redefined and simplified and plans for Phase B should be redirected to include 
HIO, CCO, and other facilities that reflect a spectrum of provider institutions MIS technology 
and trsumng approaches, developed for HI0 under Component Two, should be extended to MOH 
and CCO facilities Resources ongmally provided in Component Three, to explore managed 
care and other issues, should be used to emch the dialogue on health system reform If these 
steps are taken, the project has an opportuty to make an even greater contrrbution to Egypt's 
health reform effort 

Findmgs for each of the three project components are descnbed in the followng sections 

B COMPONENT ONE-COST RECOVERY SYSTEMS 

1 Inputs, Outputs, and Purpose 

The subpurpose of Component One is to develop and test cost recovery systems in Ministry of 
Health (MOH) facilities as a model for country-wide application The EOPS indicators for 
Component One are to develop cost recovery systems in MOH facilities where prlvate sector 
payments will cover the following 100 percent of non-personnel operating, 80 percent of 
equipment depreciation costs, and 30 percent of building depreciation costs These will be 
venfied through Government of Egypt (GOE) financial reports and cost recovery (CR) facility 
reports 

Component One Inputs consist of t echca l  assistance (TA), commodities, facility renovations, 
tramng, project administration, and local costs The TA has been provided by a number of 
contractors, including the following Abt Associates, Inc and the Health Financing and 
Sustainability Project (HFS), the Cambridge Consulting Corporation (CCC), the Academy for 
Educational Development (AED), Harvard University's POLICYTECH, a subproject of the Data 
for Decision Malung Project (DDM), and the Umversity Research Corporation (URC) The 
Project Directorate (PD), staffed by local (Egyptian) consultants, provided some TA as well All 
of the TA included some traimng The orgmzation and coordination of formal t r a m g  events 
and activities has been performed pnncipally by CCC, PD, and URC Commodities Include 
hospital and medical supplies, medical equipment, and computer hardware, software and 
penpherals Equipment was purchased by CCC Renovations have been supervised and 
coordinated by the PD and MOH 
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There are three mam Component One Outputs These are 1) The demonstrabon of successfid 
cost recovery operations Ths  will be verified by converting at least four MOH hospitals (whch 
offer outpatient and inpatient services) and one MOH polyclimc (whch offers only outpatient 
services) to cost recovery operations, 2) Techcal  and management capability in place wthm the 
MOH to replicate the Cost Recovery Model and reproduce it in other MOH health facilities 
Tlus w11 be fulfilled by the formation of the CRHP Project Dlrectorate, staffed w t h  MOH 
personnel experienced in cost recovery operations, and 3) A system established in the MOH 
Planrung Dlrectorate to track public sector curative and preventive health expenditures l h s  w11 
be indicated by the availability of information to MOH declsion makers There IS an option to 
convert five additional hospitals to cost recovery in Phase B, but wthout the extensive facility 
remodeling and equipment purchases whch have charactenzed Phase A facilities 

2 Accomplishments to Date 

Component One is a major element of the CRHP in terms of planned activities, budget, 
contractors involved, and scope Its intent is ambitious change the operational phlosophy and 
procedures of the MOH Rather than list all of the completed tasks and products to date, we will 
describe some notable general accomplishments that have particular relevance to the CR concept, 
model, process, and system 

Attitudes in the MOH towards CR in its facilities have changed significantly since the begimng 
of the Project Initially, USAIDICairo proposed a project sllmed at stimulating the private health 
sector MOH officials apparently were not interested in promoting pnvate practitioners, nor were 
they particularly interested in CR Rather, they saw USAID's interest in implementing the 
project as a means of obtaining resources for their hospitals So, in exchange for funds to 
purchase medical equipment and work with MOH facilities, they agreed to permit some pnvate 
sector measures Since that beginning in 1988, officials at the MOH have gradually become 
interested in CR and now contemplate converting all MOH hospitals and climcs into CR 
facilities Ths  change in attitude is an important achevement of the CRHP 

While t h ~ s  change in attitude is impressive, it is not yet wdespread in the MOH or elsewhere 
w t h n  the GOE, nor is understanding of CR widespread Considerable education and promotion 
of the CR concept remains to be done, targeting important tertiary audiences, including the 
MOH, politicians, health professionals, professional societies and orgmzabons, and the general 
public This should be one of the tasks of the CRHP marketing and public relations advisors 
Their concern at the moment is workmg wth  the CR facilities to develop marketmg and public 
relations capabilities and programs m each of the five facilities Some of their efforts should be 
the overall promotion of the concept and benefits of CR in a general sense Tertiary audiences 
should be targeted to generate acceptance and support for the project as a whole 
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As alluded to previously, a considerable amount of t echca l  assistance relevant to Component 
One has been mobilized and provided to the MOH Some of the TA has had momentary and 
short-term, though essential, significance and impact for the project as a whole, whle other TA 
has had profound Influence in shaping the project The impact of much of the TA provided m 
earlier stages of the project is somewhat invisible and may in fact appear to have been useless, 
nevertheless, the previous TA l a d  the foundations and built up the fundamentals whch should 
allow the project to go forward 

The PD Tramng Department (TD) reported that, as of December 3 1,1995, t r m n g  has been 
provided to a total of 4,188 participants from the five Phase A facilities and MOH staff Tramng 
has been given in the areas of hospital management, hospital marketing, quality assurance, 
infection control, and the use of medical and dental equipment Traimng has also been provided 
to phys~cians, nurses, and dentists The TD provides admimstrative and logistical support to all 
of the traimng actwities of the PD and CRHP (for Component One) The TD also provides TA 
to other PD staff for their tramng activities, orgamzes courses, and momtors and evaluates 
traimng actwities Traimng activities focus on slulls and practical application Traimng rooms 

I have been established and equipped at each CR site, and traimng committees have also been 
organized at each facility 

The PD Marketing Department (referred to as IEC), focuses on marketing and public relations 
(PR) The MD/IEC has orgamzed advertising campaigns to improve the image of CRHP 
facilities, promoted the increase of revenues through PR and marketing, generated commumty 
support through PR, and through TA and training, and helped to develop marketing capabilities 
in the hospitals Marketing and PR departments and teams have been established and tramed in 
each of the CR facilities Marketing studies have been conducted in the cornrnuruties 
surrounding the CR sites Along with the marketingPR teams, some physicians and nurses have 
been trained in marketing and PR Receptionists have been trained in some of the facilities to 
greet clients as they enter the facility and direct them to the appropriate department 

The PD Management Systems Department (MSD) reports that the CR facilities have received 
training and TA to produce yearly business plans and to formulate financial projections Most of 
the facilities are stdl in the imtial stages of learning these slulls Thn-teen pnonty areas were 
identified, and eleven modules have been developed to help introduce and establish these 
management systems or components at the CR sites The eleven CR modules are 

1 Governance (Boards of Trustees and the medlcal staff advlsory body) 
2 Management-Adrnmistrat~on (pohcy implementat~on) 
3 Management Information Systems 
4 Med~cal Servlces 
5 Nursing Services (includmg infection control) 
6 Ancillary Patient Services 
7 Financial Services 
8 Support Services (housekeeping, dletary, laundry, etc ) 
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9 Marketing and Public Relations 
10 Personnel Services 
1 1 Quality Assurance 

A module under development is Medical Records Some of the modules have been implemented 
at some of the facilities but all of the developed modules have not been implemented together at 
any one facility yet 

The PD Momtonng and Evaluation Department (MED) reports that it established a computerized 
database at each site The MED is in the process of trying to orgmze momtomg and evaluation 
units at each of the facilities It has conducted site visits and provided TA, conducted two 
operational studies and prepared reports in Arabic, produced a training manual, and established 
performance indicators 

The PD Biomedical Equipment Department reports that it has assessed the biomedical equipment 
needs at each site, hred four engineers for each site (excepting Embaba), and established 
standards for fumshing and equipping a small hospital, which can serve as a guide to decision 
makers 

The PD Management Information System (MIS) Department reports that it has prepared job 
descriptions for core MIS staff, introduced computers into the CR facilities and trained staff to 
use them, and are in the process of developing Arabic-English software The CR hospitals are 
starting to record patient records (not cl~mcal histories) on their computers 

The PD Nursing Department (ND) has made some notable accomplishments, nurse traimng 
programs, infection control, and nursing standards, to mention a few Work has focused on 
improving the quality of nursing services, and maintaimng good services Most of the nurses 
have a relatively low level of education, and require further, on-the-job, education to be able to 
put new standards Into practice-the ND is developmg this Nursing standards, regulations and 
procedures have been prepared with the assistance of a previous contractor (CCC) These are 
now being reviewed, put into context, simplified, and translated into Arabic New matenals are 
written in Arabic to avoid translation difficulties Three infection control (IC) manuals have 
been prepared Nurses in the facilities have been trained in infection control, patient services, 
nursing management, quality assurance (QA), and communication wth  physicians The 
positions of QA nurse, IC nurse, and traimng nurse have been created at each facility 

The PD Finance Management and Accountant (FMA) has provided t r a m g  in the form of 
conferences and workshops, and on-the-job tramlng The FMA has also performed the 
accounting for the PD, and has created a CR financial system whlch has been Implemented at 
three sites (Shark El Medina, Kafi El Dawar, and May 15th) The concept of cost analysis has 
been introduced at two of the sites 
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The CRHP has also contributed to some facility reconstruction and renovations, partly to make 
the MOH facilities appear more inviting to clients, partly to facilitate efficiency, and partly to 
enable new standards and procedures (both management and medical) to be implemented New 
equipment has also been purchased, some of whch replaces worn out equipment, and some of 
whlch is des~gned to enable the facilities to respond to new needs in their client populations 
Facility renovations and the total sums spent for biomedical equipment procurement are 
summar~zed m Table 2 below 

TABLE 2 PHASE A PILOT COST RECOVERY HEALTH CARE FACILITIES 
CAIRO, FEBRUARY 1996 

No I Health Faclllty 

Shark El Madlna 
Hospital 

Hospital 

4 1 May 15th Hosp~tal 

Embaba Hospital il 
aGeneral community popu 

Alexandria, 
Alexandria 
Governorate 

Kafr El Dawar City, 
Beheira Governorate 

Qantara, Ismallla 
Governorate 

- -- 

May 15th C~ty, Ca~ro 
Governorate 

Embaba, Cairo 
Giza Governorate 

3tion, not catchment pop 
I b ~ s  a poIyclinic, Kafr El Dawar Polyclinic does not have Inpatient servlces and consequently, has no beds 

I Nevertheless, a several hundred bed addition is currently under construction 
CCurrently not operatmg until renovation and repalr of earthquake damages are completed 

I d ~ f t e r  the completion of renovation 

3 Issues, Conclusions, and Recommendations 

The intent of Component One of the Cost Recovery Programs for Health Project (CRHP) is 
~mportant for the development of a more equitable and effective health care system in Egypt 
The Project has great potential and is poised to make a sigmficant contr~bution to health care in 
Egypt as well as providing a response to the question of health care financing and sustamability 
facing other countries 

The issues, conclusions and recommendations of seven areas pertamng to Component One are 
discussed below 
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a The Cosf Recovery (CR) Model 

Issues and Conclus~ons 

Defining Cost Recovery 

Several factors cast doubt on the likelihood that the CR model, as defined for Phase A, can or 
should be wrdely replicated 1) the capital needed for broad-scale renovations and equipment 
purchases will not be easily available, and 2) a greater emphas~s on the management of quality 
care and quality management 1s required if substantive improvements are to occur A 
streamlined, less technology-intensive approach to introducing managerial improvements is 
needed ~f the effort is to be sustamed with local expertise and local resources 

No articulation of the possible impact of CR on health care sector reform in Egypt has been 
developed There has been no evaluation of the impact of CR on access, utilization, 
rationalization of costs, or quality of health care services CR appears to be seen as a mechmsm 
for reforming the facil~ties, whlch wdl then, automatically, reform the health care system GOE 
policymakers have not yet determined ~f managed care should be the focus for reform of the 
system as well as the facilities Normally, CR should be seen as part of the process to achieve 
managed care 

The lack of clmty in the defimt~on of cost recovery and ~ t s  components, and what should 
characterize a cost recovery facility, has made it difficult to establish a cost recovery "model" 
whch can be descnbed, replicated, and accepted by the pnnc~ple executors and beneficlanes of 
the CRHP Consequently, a cost recovery "model," as such, has not yet been articulated To use 
the analogy of going on ajourney, this means that the destinat~on is not clear, so that it is 
d~fficult to decide what is needed for the journey and difficult to select the nght course to get 
there, as well as to recogmze when one arrives 

The Cost Recovery Model should be simplified to focus on elements that contribute most 
sigmficantly to successful cost recovery orgmzational mdependence, managenal 
accountability, the improvement and mamtenance of the quality of medical care, and basic 
accountmg programs that have proven then usefulness in Phase A Further development of the 
eleven modules should be refocussed and redirected towards specific efforts for the practical 
implementation of the CR model (1 e , the emphasis should be on achevmg the operat~onality of 
the CR model, and not on implementing one or more of the eleven modules) 

Fmt, the concept of "model" needs clarification The term "model" implies that CR can be 
easily and specifically defined and delmeated, paclung the concepts and constituent parts into a 
"box" wh~ch can then be moved from one place to another Unfortunately, it is not that easy 
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Experience to date shows that CR and its elements are complex and profound, whch require 
comprehending new ideas, changing attitudes and assumptions, developing new ideals, and 
acquiring new slulls All of thls takes time to learn and apply 

CR should be viewed then as a process or system composed of a senes of capacities, whch may 
vary in implementation and application from one facility to another Developing CR m a facility 
is evolutionary and not summative In addition, different systems may be ilutiated m different 
facilities at different times, in accordance with their needs and resources, yet all of the elements 
are important 

As currently conceived for Phase A, the "CR model" is too complex, operationally cumbersome, 
and burdened with excessive expectations The "model" is thought of as the surn of its 
component parts-the eleven "modules"-and the "principles of cost recovery" outlined in the 
PP Such a broad definition has resulted in an excessive, and largely unsuccessful, investment of 
time and resources aimed at developing the cost recovery modules Moreover, the development 

Ir w of each module-and its application in each pilot facility-has been dealt w th  separately, w t h  
little attention given to accumulating experience in module design or implementation 
methodology As a result, after eight years of effort, only a few of the modules are currently 
ready for replication 

The eleven (or thrteen actually-eleven of thirteen modules have been developed so far) 
modules comprise the components of the CR Model There is not yet a coherent vision of the 
CR process a description of how the "policies, procedures and practices" contained in the 
eleven (or thirteen) modules or components should be put into practice by staff and interact 
together to produce an effective Cost Recovery Facility Perhaps the model should be descnbed 
in levels of complexity to make it more feasible to implement 

Recently, URC has introduced a tentative and simpler worlung definition of a Cost Recovery 
Model that states 

A group ofpolzczes, procedures, andpractrces whzch, when 
zmplemented zn an MOH faczlzty, result m qualzty zmprovements 
whzch are suficzently notzceable as to attract patzents who are 
wzllzng to share zn the costs of the health care sewzces they recezve 

The basic elements of the CR Model, m a d y  cost containment, efficient facility and fmancial 
management, an effective MIS, medical quality assurance, and service-onented leadershp and 
commitment, are embraced by the eleven modules Whether or not these elements are called 
systems, modules, capacities or othenvlse, and whether or not they are arrayed as five broad 
categones, or elevedthrteen specific components, the surn and substance of the effort is to 
produce overall improvements in the quality of the care and semces rendered at the facility 
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The content of the modules is not disputed, rather the manner in whlch the contents are to be 
taught and applied 

Ths  is an interestmg effort, but it needs some "twealung " It defines the CR model in terms of 
quality improvements conditioned by client perception and income generation based on fees-for- 
services or copayments The worlung deflnltion needs to take into account several rarmfications 
By conditioning the qual~ty improvements on client perception, t h s  gives too much importance 
to subjectiv~ty and marketmg, and seems to reduce the importance of uversally recogmzed 
profess~onal standards for patient care and medical quality assurance, unless these are clearly 
obvlous to clients (which IS not the case) What may seem good is not necessarily good for you 
The defimtion seems to ignore that segment of the population whch cannot pay for its medical 
care, or thlnks that it cannot pay 

But, it is not clear that this defirution is in fact advantageous As stated previously, there has 
been no evaluation of the long- or short-term Impact of CR on the health system, part~cularly in 
regards to access, utilization, rationalization of costs, or quality of health care servlces It is clear 
that the MOH has to encounter practical solutions to the needs for capital and financial resources 
for the health sector Fees-for-services, copayments, and other forms of facility-based income 
are important parts of a bigger picture of health care finance The other parts need to be 
identified and evaluated 

Stating that quality improvements are necessary for modest patient payments implies a reliance 
on client perception, which is especially susceptible to conditions requiring capltal 
~mprovements, facility reconstruction and new equipment 

CR appears to be seen as the solution to dysfunctional problems observed in the health care 
sector MOH facilities are recognized to be of poor quality, thereby reducing their effectiveness 
in terms of improving the health of the population This implies problems of quality, access, 
public service (1 e , adequate returns for public investments), etc It is assumed that if publicly- 
supported hospitals can increase their income, that this effort alone w11 be sufficient to improve 
the quality of the medical services provided, and that at the same time it w l l  be possible to 
extend better quality services to a larger population Thus, CR IS seen as a mechamsm for 
reforming the facilities, which will then automatically reform the health system 

Phase One included sigruficant financial assistance for capital improvements, reconstruchon and 
new equipment procurement USAID stated clearly that ~t did not plan to provide any more 
financial assistance for capital improvements, reconstruction, or to renovate equipment, and this 
part would be eliminated from Phase Two Nevertheless, tlus aspect is probably one of the most 
powerful incentives for hospitals to convert to cost recovery, and for the hospital staff to make 
the effort to convert 
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C Whde not appropriate, t h s  aspect has become strongly associated with quality health care in the 
Phase One facilities In other words, many staff members feel that capital improvements and 
new equipment procurement are essential antecedents to the improvement of quality And, in 
fact, some capital mprovement may be necessary for certam conditions such as intrainstitut~onal 
Infection control and general facility mamtenance and repiur It is also probable that many MOH 
facilities do not have adequate equipment to provide quality prvnary care 

Consequently, as the model is implemented, alternative mechmsms to finance required capital 
improvements and equipment purchases will have to be investigated It ulll be interesting to see 
how the CR model is implemented without capital mprovements or equipment purchases in 
Phase Two T h s  is where the establishment of a rotating fund could be of great value 

If we look at the expenence of other countries, however, ~t is probable that these assumptions are 
not true Yet they require study in the Egyptian context There appears to be agreement that 
reform of health care facilities is an imperative, and is a requirement to acheve better health care 
in general in Egypt What is not yet clear is whether or not the need to reform the health care 
system is widely recognized It is important to reform and renovate the facilities, but the 
organizational system withm whch they funct~on, and their institutional phlosophy also need to 
be reformed As stated previously, fees-for-services and copayments are probably not sufficient 
nor appropriate to bring about the changes needed in the health care system Eventually, 
managed care may be the focus for both reform of the system as well as the facilities 

In URC's 1996 Annual Implementation Plan, the first six months of the year w111 be devoted to 
"completing the definition, development, and documentation of the modules whch collectively 
constitute the CR process or system " If t h s  effort is to be successful, URC w11 need to 
concentrate on documenting only those capacities and implementation methodologies that are 
essential to the imtial ~ntroduction of CR in additional facilities Further development and 
refinement of the moduIes should be a secondary consideration and should be seen as 
augmenting the basic cost recovery package Also, the modules need to be oriented in such a 
way as to facilitate the eventual implementation of managed care 

Some of the elements whch should be part of a practical (functional and replicable) cost 
recovery process that together could enhance the quality, sustamability, accessibility, and 
affordabihty of health servlces in Egypt, appear to have been identified by the CRHP but they are 
not being developed andlor Implemented in a coherent and balanced manner Thls has weakened 
the process as a whole and has led to undue emphasis on certain elements 

w With the participation of the primary partic~pating institutions (MOH, HIO, CCO, SCU, 
4 MS) and project advisors (USAID, URC, MAXIMUS, DDM), develop a clear defmtion 
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of cost recovery, its capacities, components, and elements whch should constitute the CR 
system and/or process for the MOH, as well as for other institutions 

b The CR model should be refocused towards creating a basis for managed care Fees-for- 
services is a step along the way, but should not be seen as the final goal Approprrate 
studies should be conducted to assess the mplications of cost recovery and fees-for- 
services on quality of care, accessibility, and on overall health improvement of the 
Egyptian population 

c The CR model should be redefined to be more relevant to system-wde reform and more 
easily adaptable to a broader array of MOH, HIO, and CCO facilities A cost recovery 
facility should be one where institutional capacities that support quality assurance have 
been established Therefore, the "model" should include capacities whch facilitate and 
assure efficient and effective curative and preventive services The basic elements of the 
CR model should include cost contamrnent, efficient facility and financial management, 
an effective MIS, medical quality assurance, and service-oriented leadershp and 
commitment Quality management and managerial responsibility should be stressed 

b The CR model should be seen as the development of capacities to aclueve quality care 
and cost contamrnent It should be comprehensive enough to achleve its ends, but 
flexible and variable from one facility to another A streamlined, less technology- 
intenswe approach to introducing the CR model capacities and managenal improvements 
is needed if the effort is to be sustained with local expertise Ths  implies simplification 
of the model This should not be taken to mean that certam elements of the model as it 
has been developing should be discarded, rather, that basic essentials should be identified - - 
which have to be taught and learned first, before going on to later stages 

TABLE 3 THE COST RECOVERY MODEL AND THE FIVE PILLARS OF TOTAL 
QUALITY MANAGEMENT 

I PROCESS 1 Quality assurance 

The Five Pillars of Total Quallty Management Cost Recovery Model 

ORGANIZATION 

PRODUCT 

Financial management 
Management information systems 
Facility management 

Good quality medical care 
Cost contslmment/sustamable health services 
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LEADERSHIP 

COMMITMENT 

- -- 

Leadershp for quality management and change 

Commitment to the principles of managed care 
and service to the commwty 
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b. The Cost Recovery Modules 

Issues and Conclus~ons 

The modules are seen as a means of orgmung the CR capacities to facilitate theu dissemmation 
and replication The deliverable modules are as yet untested for practical application 

One important impact of the CRHP has been to affect changes m the current phdosophy, 
orgmzation and management of some MOH health service facilities Through these changes, it 
is assumed that the quality and efficacy of their services will be nnproved, whch w11 then attract 
sufficient numbers of persons willing to pay the costs of the services to be able to sustam them 
To any orgmzation which does not have an unlimited supply of resources, t h s  implies a 
challenge to make services more cost effective One possible solution to th s  challenge is the set 
of principles often referred to as total quality management (TQM) because it hghlights some of 
the essential deficiencies in the Egyptian CR model The followmg statement by Bill Creech in 
h s  book, "The Five Pillars of TQM," illustrates th~s  point 

"The five pzllars of total qualzty management provzde the strong foundatzon upon whzch the 
system must rest A management system zs requzred that blends these new pnnczples znto 
every aspect of the organzzatzon All these pzllars are necessary for organlzatronal 
greatness one thzng learned zn the management buszness, and rn workzng wzth 
organrzatzons large and small pubbc and pnvate u thzs 

Product a the focal pornt for organrzatlon purpose and achmement 
Qualzty zn the product zs rmpossrble wrthout qualrty m the process 
QuaIrty m the process rs rmpossrble wrthout the rrght organzzatlon 
The rzght organrzatton rs meanzngless wrthout the proper Ieadershrp 
Strong bottom-up commrtment IS the supportpzllar for all the rest 
Each prllar depends on the other four and aone IS weak all are ' 

The CRHP is dedicating sigmficant effort to process and orgarnabon Little effort has been 
dedicated to product and leadership Virtually no effort has been dedicated to comrmtment 

The separation of the three CRHP components has led to duplication of effort m some areas, 
and has decreased the mterchange of experience and lessons learned A greater degree of 
coordination would enhance efforts m all of the components Also, the separation of the 
components artificially remforces the perception that the public, parastatal, and private sectors 
should be separated 
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F~gure 1 The Fwe P~llars of Total Qual~ty Management In Relat~on to the Publ~c 

Product /+( Public 1 

-4 ~ommitment  k 

b Review work that has been done to date, ~dent~fy the elements of the CR process whch 
are sufficiently developed, to be taught and mplemented, and ~dent~fy those elements 
that requlre further development Document the former, and des~gn tramng and 
unplementatlon programs to mtlate and support then appl~cat~on at CR faclllt~es 
Flmsh development of the latter 

b There IS a need to focus on the essentials and foster less TA-dependent methods 
Systems and traimg methodolog~es need to be documented The five p~llars of TQM 
are essent~al elements for CR There needs to be more emphas~s on developing 
leadership and comrmtrnent m the CR facilities 

b The complete CR model needs to be tested systemat~cally Respons~bil~ty for testmg of 
the CR model should be d~vided Into two parts 1) general orgamatlon and 
management (GOM) , management admullstratlve systems (MAS), financ~al 
management system (FMS), MIS, and MQA, and techcal  assistance under the 
duect~on of URC-MAXIMUS/MOH-HIO-CCO, and 2) facllity renovation and phys~cal 
Improvement, and equipment procurement, recond~tlontng and repalr, under the 
drect~on of the MOH and the selected faclhty 
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c Technrcal Assrstance 

Issues and Conclus~ons 

The realization of t echca l  assistance activities to fulfill the objectives of Component One has 
been fragmented and undirected While Egyptian professionals, manly from the PD, have 
performed much of the trai~ung, it is not clear whether or not they have garnered sufficient 
expertise through the techca l  assistance to date to be able to design, develop, pretest, and 
present the trainmg programs necessary to implement the CR process The implementation of 
the CR model and process requires a great deal of traimg, therefore, all of the traimng must be 
as effective, concise, goal directed, and practical as possible To facilitate attamng these ends, 
the training should take into account adult tramng techques In addition, the trainers must 
comprehend clearly how their traimng wll  contribute to the establishment of the CR reforms 

All of the elements of a CR model (as yet undefined) have not been implemented at one Phase A 
institution Implementation has been done institution-by-institution All five Phase A 
institutions have experienced different and incomplete implementation of CR elements 

The importance of establishing capable management/administrative systems, an efficient 
financial management system, and an effective management information system (MIS) seems to 
be recognized in principle but does not seem to be understood by the main parties involved in the 
CRHP Activities related to all of these areas have been imtiated at all of the Phase A CR 
facilities, with the exception of Embaba Hospital On the other hand, the establishment of a 
proficient medical/clinical quality assurance (MQA) program does not seem to have received the 
same emphasis, nor is it receiving a similar level of effort as the other systems Thus far, specific 
limited MQA activities have only been initiated at one CR facility Nevertheless, other QA 
activities have been initiated at the other facilities, and need to be consolidated, but they are not 
enough (See followng section for a more extensive discussion of this point ) 

Equipment purchases do not correspond to identified needs and strategies of the facilities, rather, 
physicians at the facilities prepare "wish" lists of equipment they want There were only enough 
funds within the CRHP budget to purchase equipment for the five Phase A facilities T h s  does 
not take into account the equipment needs of new facilities nor the need to renew equipment 

There has been little cross fertilization among pilot facilities, and virtually no progressive 
l e m n g  The Component focus of the CRHP has led to duplication of effort in some areas, and 
has decreased the interchange of expenence and lessons learned (e g , the HI0 MIS system) A 
greater degree of coordination would enhance efforts in all of the components Some of the 
deliverables accepted as fulfillment of contractual agreements for the CRHP are not practical, 
and though they may fulfill contractual terms individually, do not integrate well with other - 
elements of the project 
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Recommendat~ons 

Develop the capacity of Egyptians to give better techrucal assistance for the development 
of implementation strategies, trainmg, momtonng of conversion and project progress, 
motivational supervision, etc The resident advisors of the U S -based contractors for the 
CRHP, who collectively bring together a great deal of expertise and knowledge, should 
more actively cultivate and prepare Egyptian counterparts to do what the foreign advisors 
now do They should especially strrve to bnng along counterparts from the MOH and 
PD, and preferably, more than one counterpart Hopefully, Egyptians w11 acquire new 
knowledge and slulls, new attitudes and perhaps more unportantly, more effective ways 
of worlung The contractors and the PD leadershp should seek out counterparts who are 
capable of doing their work and interested m acqmnng new slulls 

MQA needs to be Implemented more vigorously See Section 3 e below for more 
details 

Equipment purchases should be based on strategic business and utilization plans The 
strategic business plan should indicate the institutional benefit to be obtamed from the 
equipment requested and how the eqmpment will contnbute to the CR process The 
implementation plan should indicate why, how, when, where, and by whom the 
equipment w l l  be used 

Investigate the possibility of establishing a revolving fund for equipment purchases that 
can be used by any facility which desires to establish the CR process, demonstrates its 
willingness to do so by formulating strategic and operational business and 
implementation plans, has a functioning Board of Trustees, has reorganized its medical 
staff, and is imtiating management systems The Evaluation Team recogmzes the 
problems associated with establishrng a revolving fund for public facilities 

In the future, there should be a more conscientious evaluation of deliverables, and 
assessment of the real or potential contribution to the CRHP, before they are accepted 

Conversron of Health Care Facrlrties 

Issues and Conclusions 

CR conversion has been mtiated in the five Phase A health facilities (see Table 2) The 
conversion process has not been the same at each of the facilities Consequently, it is difficult to 
compare the expenences and results None of the Phase A facilities have been fully "converted " 
The imtial conversion strategy called for the formulation of five plans 1) a business plan, 2) an 
architecture and engineering plan, 3) an equipment plan, 4) a training plan, and 5) a techca l  

, 
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assistance plan Cost recovery conversion was focused on four aspects 1) quality, 2) 
sustsunability, 3) affordability, and 4) accessibility 

The business plans prepared with project assistance descnbe the conversion strategies for 
lrnplementmg the four aspects of cost recovery The development of quality includes facility 
renovabon, staff recruitment and tramng, mstallation of management systems, and the 
establishment of a Board of Trustees Sustainability is promoted through traimng, establishmg a 
staff recruitment and retention policy, implementation of management systems, new legislation, 
and community support led by the Board of Trustees Accessibility is to be "opened" and llnked 
to ability to pay, hours of attention are to be expanded, and marketing is to inform the 
cornrnuty of new hours Affordability is to be calculated "in accordance w t h  hospital industry 
standards to offset the costs of the updated quality of care provided " Pnces are to be fixed by the 
Board of Trustees 

The conversion process described here is somewhat vague and imprecise T h s  appears to be a 
reflection of the imprecise defimtion of the CR concept and model The parts of the conversion 
process seem to have been identified and prepared for implementation, but the process of that 
implementation appears to be somewhat unclear As with the CR model, the conversion process 
needs to be more spec~fically defined, simplified and practical 

As mentioned previously, none of the Phase A facilities have been fully "converted" yet, and t h s  
process should be finished The personnel at three of the facilities (Shark El Madina, Kafr El 
Dawar, and May 15th) seemed to be very enthusiastic and positive toward the conversion 
process, and have initiated several of the components (different components at each one) 

The directors at Embaba seemed to be very enthusiastic also, but wanted to wait until the 
renovation construction is finished before initiating other changes Unfortunately, it does not 
look like the construction w11 be finished much before the end of the project Therefore, 
Embaba should be encouraged to implement as much as possible forthwth 

El Kantara Gharb Hospital should be studied It is the only hospital visited by the Evaluation 
Team that did not seem to be advancmg wth  CR Irutially, it received the greatest inputs and 
responded well Then apparently, about a year ago, most of the staff quit, and they have not yet 
been replaced When we visited the facility, there was a notable lack of patients and activity 
CRHP should investigate whether or not this fac~l~ty should continue in the conversion process, 
or whether it might be better not to expend more resources on it and mstead red~rect those 
resources to more encouraging facilities 

The followmg components should be part of the CR conversion process In some cases, new 
legislation andlor MOH policies may be necessary prerequisites 
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Adm~n~strat~ve autonomy of the facility, which is acheved through a decree issued by 
the MOH This is important to allow for managerial flexibility, irutiative and 
responsibility 

The MOH could also consider transfemng ownershp of some of its facilities to 
Governorates, mucipalities, or comrnumties, along with the responsibility for 
financially sustaimng and superwing the facility, whde upholding operating standards 
(based on CRImanaged care precepts) established by the MOH The MOH could offer 
access to financing, trainmg and techcal  assistance, as well as a s s m n g  a normative 
and regulating role Another possibility is to lease some facilihes to other governmental 
entities and/or private groups, such as industrial concerns, syndicates, physician group 
practices, HMOs, etc , and impose the same conditions as descnbed previously 

Governance of the CR facility should derive fiom a Board of Trustees (BOT) The BOT 
should marshal1 and coordinate cornrnuty support, establish policies, assist in 
determinmg strategies, provide consultation for bbknotty" decisions, provide oversight and 
activate accountability 

Admmstrat~ve mcentwes for those facilities that inltiate and implement CR These 
could include exemption fiom certain admmstrative requirements, access to financing 
(grants andlor loans), staff traimng and scholarshps, participation in special projects, job 
stability for staff, etc 

Systemat~c tra~ning All staff need to be trained to develop "cost recovery" and quality 
care s l l l s  

Personnel polrc~es for recnutment, retention, and incentives based on performance and 
contrrbution to quality care and cost containment The fulfillment of prerequisites for 
employment based on quality care and cost recovery slulls, would help to recruit more 
qualified staff, as well as enhance the credibility of the staff 

Personnel incentives need to be delmeated and expressed These incentives should 
include an increased level of salary (whch should be performance based, 1 e , the more 
one works, the more pay one receives), herarchcal promotions, mdividual trailung and 
educational opportumties, and the fulfillment of ideals of doing good work and 
perforrnmg commuty  service 

The establishment of management systems The basic management systems include 
1) the management of quality care (medical quality assurance), 2)  financial management, 
3) MIS, and 4) facility management All of these management systems need to be 
established, but they could be mtiated and implemented in accord wth facility needs and 
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at facility demand, which would also enhance the leamng process Hospital 
admimstrative personnel should clearly understand what is expected of a CR facility, 
what its goals are, how it should function, and what management systems should be 
established They should then formulate a plan for development of the facility, based on 
facility strategic and operational plans 

6) Facll~ty renovation The facilities need some renovation, repal., and rebuilding In 
some cases, this need is relatively mnor, in other cases it is major Facilities should 
prepare renovation pIans whlch justify proposed renovations in terms of their contribution 
to quality care and CR The most essential elements of their plans should be funded 
imtially, and further renovations should be made contingent on institutional performance 
in implementing the CR conversion process 

Most of the funds for renovation should come from extra-project sources, such as the 
MOH, the Social Investment Fund, and others The possibility of establishing a rotating 
loan fund for this purpose should be investigated CRHP should investigate establishng 
a special, limited fund from project monies for establishmg mimmal levels of cleanliness 
and hygiene in the conversion facilities 

7) Equipment purchases Some medical equipment is necessary for the provision of 
quality care Following the suggestions in number six above, the MOH should 
investigate alternative funding and procurement sources for equipment purchase and 
reconditiomng 

The CR model, and the CR conversion process, focus on establishmg modern, efficient 
and effective management practices to ensure quality health care and optimal use of 
resources These practices are of equal importance to other GOE health care facilities 
Many pnvate sector hospitals are already applying these pnnciples HIO, CCO, medical 
school, and other GOE health facilities would benefit by implementing these pnnciples as 
well 

Recommendahons 

b Facility conversion to CR status should be achieved through admimstrative changes, 
incentives and by imtiating the CR process Thw could include formulating strategic and 
operational business and implementation plans, establishmg a functiomg Board of 
Trustees, reorgmzing its medical staff, and imtiatlng management and QA systems 
Conversion should follow the development and demonstration of leadershp and 
commitment The conversion components described in the previous section should be 
implemented 
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All of the elements of the CR model and the conversion process, as descnbed in this 
report, should be applied at the Phase A facilities, wth  the possible exception of El 
Kantara Gharb Hospital The latter should be studied to detemne whether or not it will 
be worth the effort to resuscitate it 

The CR process should be imtiated simultaneously at Phase B facilities The mimmum 
requlrernents for facilities selected for Phase B should be local need, and the followng 

The staff of the facility should want to participate in the CR program 

The staff should demonstrate commitment to CR Cost containment and effic~ent 
financial management, a competent MIS, medical quality assurance, and effective 
management 

The MOH and corresponding Governorate, as well as the facility itself, should accept full 
responsibility for funding, initiating and accomphshmg all of the necessary renovations 
and physical improvements, and equipment procurement, to enable the facility to 
adequately h c t i o n  withn the CR process/program 

Be an HI0 facllity or contract facility 

Establish a revolving hnd  for equipment purchases 

The CRHP should investigate the possibilities of establishmg a revolving h d  to finance 
capital Improvements, facility renovations, and equipment repairs, then purchases could 
serve as a considerable incentive for CR implementation as well as providing the means 
to achleve necessary maintenance and repairs The fund could be established by the 
MOH or the GOE Perhaps some or all of the unused funding set aside for private sector 
loans as part of the third component could be used Ths  way, MOH, HIO, CCO or other 
cornmuty or parastatal health facilities could get loans wthout presenting collateral 
Community support could also be part of the sustainability mix Loans could be given 
for partial payment of intended improvements, w th  the balance to be financed by other 
funding sources, such as the beneficiary commuty, government social improvement 
funds (e g , SIF), ihrd-party grants, etc Loans could also be conditioned on the 
following requlrements 1) the implementation of CR measures, 2) a certain percentage 
of facility staff belng trained in the CR Model, or 3) the preparation of a CR development 
plan Loans could be relatively small in terms of total request, such that subsequent loans 
would depend on the repayment of imtial amounts 
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e Medrcai Quairty Assurance 

Issues and Concius~ons 

The operational description of quality, as found in the Business Plans, Include facility 
renovation, staff recruitment and traimng, installation of management systems, and the 
establishment of a Board of Trustees There is no specific mention of medical or clmcal qual~ty, 
or MQA The term "management systems" probably includes QA, medical services and nursing 
services as three of the eleven modules developed to train staff to put into practice the CR model 

People go to health care facilities for medical/clmcal services The product of health care 
facilities is medical/climcal services Ethxally, the CRHP should result m a real and dlrect 
Improvement of those services There seems to be a conceptual confusion concermg 
"product" and "process " Everythmg a CR health facility does should focus on producmg 
good quality medical/climcal care at the lowest cost to the consumer and the facility All of 
the other management systems, renovations, and reequipping are part of the process whch 
contributes to the delivery of the product medical/clmcal care Some of the staff m the 
Phase A CR facilit~es seem to have confused good management wlth good medical care, and 
th~s  is msleadmg 

A focus on the product (medical/climcal care) should be emphasized, and the real and 
perceived Improvement of health care should be seen as the principal goal 

The management of quality should be an essential concern of health care facilities The 
following statement Indicates the purpose of quality management 

" to establzsh a system that measures and manages patzent care m a 
way that provzdes the best care for all patzents It zdentzjies 
opportunztzes for zmprovement as well as system problems that requzre 
resolution It ultzmtely fufllls a sonetal commztment of the health 
professions to the publzc "I2 

1 
Longo, DR, & Avant, DW Managlng Quality In Taylor, RJ, & Taylor, SB, Editors THE 

AUPHA MANUAL OF HEALTH SERVICES MANAGEMENT AUPHA, Aspen 
Pubhshers, Inc , Gaithersburg, Maryland, 1994, pgs 45-46 
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A good system for the management of qual~ty is vital for the surv~val of a health care fac~l~ty 

The CR model addresses the product through mprovmg the performance of nurses, rnfect~on 
control, renovatmg and equipping fac~l~t~es,  Improvmg management and QA The 
establ~shment of a profic~ent medical quahty assurance (MQA) program does not seem to have 
received the same emphasis, nor the same level of mportance, nor IS ~t receivmg a s~rmlar 
level of effort as the other elements So far, it has been mtiated at only one facility 
Nevertheless, other activities have been mtiated at the other facilities, and need to be 
consolidated But, more effort needs to be focused on the services themselves through MQA 

One of the major problems of medical/clmcal care 1s the relat~vely defic~ent educat~on of 
nurses and physiclam Thls project cannot address that mportant issue directly, though there 
are some pract~cal, low-cost measures that can be taken Perhaps the most effective measure 
that can be rmplemented for the product~on of good quality medical/clltucal care 1s MQA 
MQA 1s more Important, and more cost-effectwe, than clmcal updates, and the former, not 
the latter should be the focus of CRHP 

Fortunately, the CRHP already ~ncludes MQA The QA actlvlties ~rutiated at May 15th 
Hosp~tal by the Quality Assurance Project were excellent, and th~s 1s probably one of the best 
and most effectwe components of the CRHP Unfortunately at the tme of the evaluation, 
MQA was not being emphasized at all Spec~fic project MQA activltles at the only facil~ty 
where they had been Implemented (and this only partially) had been suspended The MQA 
advisor (a very capable QA professional) had been "promoted" to be one of two sub-directors 
of the URC project and was glven adnurustratwe duties, which unfortunately sigmficantly 
reduced her t m e  for MQA Th~s  was not an encouragmg development It IS unfortunate that 
MQA was not immediately mtroduced at all of the CR facilit~es It should be one of the first 
systems ~ntroduced for CR conversion 

One of the elements of MQA 1s the formulation of standards of clmcal practice, based on 
d~agnost~c and treatment gu~delmes andlor protocols These standards and gu~delmes are 
essential for establ~shmg mmmum expectat~ons for qual~ty care, prov~dmg a bas~s for 
momtormg and evaluatrng clmcal care and procedures, ~dent~fymg opportumties for cost 
contamment, and facll~tatmg financ~al projections, budgetmg and cost analys~s Clmcal 
standards and guidel~nes serve as a bas~s for educatmg and t r a w g  (or retralrung) health care 
personnel, as they have to be tramed to fulfill the standards and put the gu~delmes mto 
practice 

Once the standards and guidelmes are establ~shed, they can be used to evaluate the profic~ency 
of prospectwe employees Medical and nursmg schools can be encouraged to mcorporate 
them into then- curricula Graduates who are famihar w~th the standards and guidelmes wlll be 
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more employable The fulfillment of standards can also be used by facility management as 
part of the evaluation of staff performance 

Recommendabons 

Emphasize a focus on quality and the production of quality care Increase the level of 
effort dedicated to MQA, so that it becomes equivalent to the other CR elements, and it is 
perceived as being of equal importance in the CR model Reimplement the MQA 
program at May 15th Hospital, and immediately imtiate it at the other Phase A CR 
facilities Document it for replication at Phase B facilities As stated previously, MQA is 
more mportant for CR and managed care than are climcal updates Therefore, efforts 
should give prionty to MQA over updates, though if resources are avsulable, it would be 
good to organize the latter Disseminate information about MQA and offer to tram staff 
from other facilities in how to apply it As stated, the QA program is very good, and 
other personnel could be charged with paying for the costs of the trsuning 

The MOH should be stimulated to assess the standards and guidelines produced by the 
CRHP, to establish mimmum standards for hospitals, and to develop diagnostic and 
treatment standards, guidelines, and protocols for the most common health problems 
The professional societies should be invited to participate in the evaluation of the 
standards, guidelines and protocols (establishing time limits and deadlines for the 
completion of recommendations) 

Precedents for guidelines and standards have been produced in other projects, and these 
could be adapted to the CRHP, as well as serving as examples for the development of 
others For example, see the National Standards of Practice for Family Planning Clinlcal 
Services Delivery, developed by the Systems Development Project for the MOH Project 
Hope is working with the MOH to develop national clmcal standards for nurses, and t h s  
experience has been incorporated in the CRHP, as Project Hope has become a 
subcontractor of CRHP Also see the guidelines developed at May 15th Hospital 

Issues and Conclusions 

As the project enters ~ t s  final years, sustainabillty of CR imtiatives w11 become an mcreasmgly 
sipficant mperative One legacy of the project w11 be the development of the CR model, and 
imtiatlon of the CR process in MOH facllitles Another wl l  be the stimulation of the health care 
finance debate and the realization of studies and assessments of possibilities, ramifications and 
alternatives The renovations and reformations initiated by the CRHP sigmfy important and 
potentially vitalizing changes in health facility management and the production of quality care 
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Thus, sustainability is an important Issue for the MOH and CRHP, especially with regard to the 
support and replication of CR operations Tranmg is one of the principle mechmsms for 
promulgating and establishmg CR and managed care Institutionalization of CR is reflected in 
the capacity to provide introductory and continuing tramng and motivational supervision for the 
CR elements 

A great deal of training is required to effectively implant the changes of the CR model and 
conversion process, especially at the begimng A number of new slulls and techques need to 
be learned It is important that the traimng be systematic, coordinated and focused As the 
process progresses, a CR facility should develop its own traimg capacity, and should be guided 
to the point of being able to indoctrinate and train its own personnel Therefore, the need for 
traimg by external tramers will gradually decrease (if the trainers train well) Trainers should 
also use a variety of training strategies and techques classes, seminars, workshops, guided 
self-study, supervised practice, on-the-job training, etc 

The continued survival and success of any organization depends on its ability to tram and retrain 
its members This also determines the organization's ability to be flexible and modifl its 
response to new market trends and needs An organization's vitallty and adaptability depends on 
its ability to learn, and this is conditioned by its training capacity 

Educational and training programs, to teach the knowledge and skills of the management systems 
included in the CR model and conversion process, could be taught at universities and institutes 
Educational institutions could offer degree programs, courses, and seminars, both undergraduate 
and graduate This would provide staff a greater opportumty to study management and quality 
health care themes It would also gwe non-staff members the chance to learn the same slulls, 
which could help to prepare them for future employment in CR health care facilities The 
possibility of o b t a m g  a uversity degree or certificate, especially an advanced degree, can be a 
powerful incentive to invest personal time and effort in professional development The 
establishment of educational and training programs in CR themes would also give them greater 
credibility, and extend their influence beyond the MOH 

Universities and institutes could be encouraged to design and implement trarung and educational 
programs at virtually no cost to the CRHP One prominent Cairo wversity IS a subcontractor to 
URC, wrth the responsibility of preparing and conducting training activities The uversity 
could be prompted to present the same activities on its own, and receive payment from 
participants, much like their other educational offermgs Other uversities could be stimulated 
to do the same CRHP techca l  advisors could assist in the dissemination of CR knowledge and 
skills Perhaps they could offer llrnited TA to onent uversities and instrtutes whlch show an 
interest in orgmung and presenting CR-related workshops, seminars, and courses 
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b A dynamc trsllmng capacity should be established at each site, along with the 
institutionalization of CR training (1 e , the establishment of a permanent and effective 
capacity) at CR facilities, along with the formulation of permanent and regular events and 
activities If the MOH is indeed senous about replicating the CR model at all of its 260 
facilities nationally, it is also necessary to institutionalize CR education/trsunmg at 
national and regional (governorate) levels, so that these levels can provide more 
appropriate support to the health care facilities 

b To better prepare new health care personnel to work in the MOH CR facilities, to train 
nongovernmental health care personnel, and to institutionalize CR management in the 
health care professions, the CRHP should assist (through techca l  advice and 
encouragement) uversities and institutes to establish permanent CR education and 
trairung withn their educational programs The CRHP should also advocate and promote 
the development of university-level CR management undergraduate and graduate degree 
programs, including seminars and courses for lay managers, including physician and 
nurse managers 

g Ratronalrzatron of the Use of Health Care Resources 

Issues and Conclusions 

Staff at many of the health facilities vlsited by the Evaluation Team commented on the 
competition they face from other MOH, HIO, CCO, medical school, and pnvate health care 
facilities in the immediate neighborhood of the Phase A facilities It appears that little 
consideration was given to the rational and justified distribution of health care resources 
Placement of health facilities in Egypt, as in many countnes, is subject to political considerations 
as well as health care resource considerations It IS hoped that the placement of Phase B facilities 
will be based more on health care needs 

The Evaluation Team also heard about the widespread underutilization and the apparent large 
surplus of hospital beds, both in the CR facilities and in neighbomg institutions We observed 
one facility (El Kantara Gharb) where only ten beds were uhlized, representing only 20 percent 
capacity Policies needed to make hard decisions concemng the mamtenance of surplus beds 
should be evaluated or established 

Many people commented to the Evaluation Team on the low quality of services offered by many 
physicians, and the oblrgation of the MOH hospitals to employ physicians, even though their 
performance may be inadequate and inappropriate The only way to address t h s  problem is by 
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mtroducing QA including quality standards and guidelmes, along wth  continual quality 
monitoring Job stability should be based on accredited credentials and job performance 

Recommendations 

The CRHP should encourage the MOH to review policies concemng the employment of 
physicians or other health professionals regardless of performance It should review the 
distribution of health care facilities and hospital beds, make decisions concemng 
conversion dependent on real local needs, and reduce the number of faclllbes ~t has to 
support 

COMPONENT TWO-IMPROVING MANAGEMENT PRACTICES 
OF HI0 AND CCO 

Inputs, Outputs, and Purpose 

The subpurpose of Component Two, as stated m the 1993 PP Supplement, IS to Improve the 
effic~ency, utihzat~on, and management of existing cost recovery organizations 
When the project began in 1988, two public sector health care orgamzations appeared to recover 
most of their recurrent costs the Health Insurance Organization (HIO) and the Curative Care 
Organization (CCO) These two organizations are the major GOE partlclpants in Component 
Two CRHP activities focus on improving management systems to promote efficiency and 
contain costs by providing each organization with a Management Information System (MIS) 

Inputs total $36,856,204 for 1) technical assistance, 2) commodities, primarily hardware and 
software, 3) funds for renovation, 4) training, and 5) local costs for both HI0 and CCO The 
techmcal assistance (TA) has been provided in two stages to each orgmzation separately The 
first stage was to work with each orgmzation to define its information system needs and to 
stimulate interest in new management techniques The output of the first stage was a Request for 
Proposal (RFP), which provided the basis for the second stage, a contract for implementation of 
an MIS 

In the case of HIO, Cambridge Consulting Corporation (CCC) provided TA for preparation of 
the RFP The contract for HIO's implementation was awarded to Maximus and its 
subcontractors, Chemorux and Arab Soft In the case of CCO, Blrch and Davis International 
(BDI) and ~ t s  subcontractor Data Processing Services (DPS) prepared the RFP The contract for 
CCO's ~mplementation had not been awarded when the evaluation team left Egypt, but 
announcement of the award was expected quite soon 

The financial inputs budgeted in the onginal Project Paper (PP) were $10 million T h ~ s  amount 
was mcreased in the project supplement to $34 9 million Written ratronale for tlus increase was 
not available Mission institutional memory recalls that by the time the supplement was mtten,  
it had become clear that the original sum budgeted was inadequate for the activities planned 
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rABLE 4 SUMMARY OF INPUTS FOR COMPONENT TWO 

SUMMARY OF INPUTS COMPONENT TWO 

Two outputs are specified in the Project Paper Supplement's (PPS) logical framework 

-- - - -- - 

CCO MIS 

1 MIS znstalled and utzlzzed Indicator MIS installed at HI0 and CCO, with information 
generated used for decision malung 

AMOUNT 
DISBURSED 

CONTRACT 
BEGINS 

a BDI 

Evaluation of the status of this indicator depends on one's interpretation of the phrase "used for 
decision malung " Both institutions have had automated support added to some of their 
operations For example, both are already using the systems to record clerical transactions in 
patient management, and information fiom the MIS is used daily in this context These would 
not commonly be called "management" decisions, however The second output indicator 
quantifies the effect to be expected from management decisions enhanced wth  the MIS 

2 Cost contaznment and system eflczency leadzng to expanded coverage Indicators 25% 
increase in utilization of HI0 and CCO facilities 

CONTRACT 
ENDS 

HI0 MIS 

8/5/9 1 

The indicators for this output are problematic First, the statistic to measure utilization is not 
defined Second, increased system efficiency may lead to lower apparent utilization in the short 
term For example, increased efficiency within a single hospital may lead to shorter stays in the 
hospital, and tlus produces a decline m utilization as measured by occupancy rates From a 
system-wde perspective, particularly when facilities are generally underutilized, as they are m 
Egypt, mcreased utilization can be achieved only through a decrease in capacity Decreasing the 
number of beds and hospitals requires an institutional c o m t m e n t  that an MIS may support, but 
cannot create It is unlikely that tlus output indicator will be acheved by the end of project 

AMOUNT 
COMMllTED 

a CCC 

b Maximus 

2/28/95 1 2,205,610 I 2,059,985 

The log~cal framework for the Maximus contract, mcluded In each funct~onal des~gn document, 
states the goal in a way that more realistically reflects achevements wthin a manager's sphere 
of influence The goal is to improve HIO's ability to raise treatment quality and contain costs 
The indicators are 1) lower costs for drugs per patient, 2) shorter lengths of stay in hospitals, 
3) reduced number of patient visits per episode of illness, 4) lower cost of treatment per patient, 
and 5) hgher proportion of favorable outcomes per patient 
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The major underlying assumption is that HI0 adopts policies and procedures to maximize use of 
the system, this assumption is likely to be met only if HI0 managers receive and use traintng in 
financial and qual~ty management 

2 Accompl~shments to Date 

Shortly after implementation of the HI0 MIS began, parliamentary d e m o n  trebled HIO's 
beneficmy population to some 20 rn~lhon Additional costs associated wth including a larger 
population, and some RFP underestimates of the work requlred to prepare sites to house the 
computing equipment, necessitated revisions in the contract HIO, USAID, and Maxlmus 
renegotiated the contract, whch was signed in September of 1995 

The contract calls for design, implementation, and installation of software modules at 
polyclin~cs, hosp~tals, and HI0 branch and central offices (Ths table appears in the contract In 
some cases, these modules really comprise several functionally related modules ) 

MODULE 

Beneficiary reg IElig Check 

Drug Control and Inventory 

Patient Records 

Cost Accounting 

Medical Quality Assurance 

Contracted Pharmacy 

Periodical Medical Exams 

Management Reporting 

Computer Operators 
- -- 

Contract Providers 

Aggregation 

Locatlon 

Branch Polycl~n~c Hospital Store 

X 

X X X 

X X 

For installation only at branch facilitres which do not recelve automation at the polyclin~c and hospltal levels 
Note Most modules contribute management data Modules contributmg management data only at the headquarters and branch 
levels are not noted here as headquarters or branch modules 

Each set of modules goes through a beta test process When the beta test is completed to 
everyone's satisfaction, HI0 and USAID formally approve the modules, whlch are then installed 
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rn slmilar facilities HI0 and USAID have approved the implementation of the beneficiary 
registration, cost accountmg, and outpatient modules, and roll out of these modules has begun 

Approval of inpatient modules can be expected by the end of March 1996, when roll out mll  
begm The remamng modules are well Into the design and lmplementatlon stages 

The software is Implemented w t h  an Oracle server m a UNIX operatmg system, on an Intel 
Pentium platform The contractor is responsible for procunng the hardware, prepmng the 
installation site, and installing the hardware The system archtecture rncludes 
telecornrnunications support Data, including patient records, can be transmitted between 
facilities and HI0 offices on demand 

The contract addresses sustainability by requiring that software maintenance and user tramng be 
mstitutionalized in HI0 Currently, HI0 staff conduct trai~ungs and have designed and built 
ancillary software modules, such as nonpharmaceutical medical supplies and laboratory 
inventory applications A documentation protocol also promotes sustainability Each module is 
accompamed by a senes of written materials that document the design, mplementation, 
operation, and trsumng aspects of the software modules Supporting documentation for each 
module includes Functional Design, Detailed Design, Test Plan, System Document, User Manual 
(English and Arablc), and Training Materials (English and Arabic) 

USAID asked that the team look at the sustainability of the MIS in terms of HIO's ability to 
provide the financial and human resources to continue using the MIS A detailed response IS 

included in Annex 6 The short answer is that it is simply a matter of money to maintam the 
equipment and to attract and retain mformatlon systems specialists If the system is useful, the 
money can probably be found, if it's not useful, then the money may not be available 

Accomplishments have been made in HIO's information technology efforts The system 1s well 
designed It employs a modular, open-ended archtecture, which means that it is fsurly easy to 
adapt portions of the system to new settings, and to add a new functionality Most of the basic 
modules have been designed and ~mplemented, current efforts are focussed on a rapid 
deployment of the technology By the end of March 1996, the HIO/Maxlmus information 
system will be installed in 13 polyclinics and beta test of the hospital system wl l  be completed 

By the end of September 1996, the system wll  be operating m 44 polyclimcs and seven hospitals 
in Cairo and Alexandria, and by mid-1997, in 58 polycl~mcs and 15 hospitals There is every 
reason to believe that t h s  ambitious schedule will be met When the installation process is 
completed, half of the facilities and branches will be automated, as specified in the contract 

Technology deployment has been accompamed by strengthemng the institutional capacity of 
HI0 to tram stdf in the operation of the MIS and m mamtenance and extension of the software 
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b CCO 

CRHP's work mth CCO has focused on two areas support of nurses' traimng m climcal 
standards and protocols, and preparation of the RFP for the MIS 

CCO reports that the traimng course, whch was designed by CCO and uses nurses as instructors, 
has graduated some 160 nurses Course materials include videotapes, particularly useful for 
teaching procedures, as well as wntten materials Egypt has no nationally-mandated set of 
medical standards and protocols, so CCO reports having translated relevant rnatenal fiom 89 
international sources into Arablc, to provide a reference set of standards 

Dwng preparation of the RFP for the MIS, automated prototypes were developed to provide 
worlung examples of the way a computer might enhance facility operations The prototypes are 
mdependent, standalone, software modules that support functions like 
admission/discharge/transfer, pharmacy stores, outpatient registration for contracted patients, 
bookkeeping, cost accounting, and billing The prototypes were installed at three CCO hospitals 

When the prototypes were mstalled, a "shadow group" was trained at each hospital to provide 
technical support in information system operations The prototypes, and the "shadow groups" 
have succeeded in stimulating enthusiasm for the MIS among the clencal staff who use the 
systems Even though the RFP has been completed, the prototypes are still used to support some 
clerical transactions in daily operations 

Development of the RFP also included an audlt and redesign of all of the forms used in the 
hospital, in order to ensure that necessary data elements are present and to facilitate data entry 

Completion of t h s  important task was supported by the prototypes, whch simulated a worlung 
environment in whch new forms could be tested 

3 Major Issues Fmdmgs, Conclusrons, and Recommendatrons 

Five key issues emerged from Component Two In summary, they are the followmg 

a Managed Care 

CRHP documents emphasize quality improvement and cost contsllnment To date, M e  use has 
been made of contemporary, quantitative management tools to make decisions regarding quality 
and cost Managed care includes a variety of techques that address these concerns In the tune 
that remains to CRHP, managed care tools should be introduced and used m participating 
institutions 
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b The MIS Informatron technology, frnancral management and gualrty assurance 

To date CRHP has focussed attention on the information technology that supports the MIS The 
project should now turn to developing the management slulls required to use the technology in 
malung decisions 

c HlO's changmg and multr-faceted role m the health care sector 

HIO's role in public sector health service has increased in importance since the b e g i m g  of 
CRHP, and the project has begun to provide additional support for p l m n g  and policy These 
new mtiatives should continue and dialogue with other key players in public sector health care 
should be encouraged 

d MOH MIS 

MOH facilities in CRHP have no MIS available to them The HI0 MIS would satisfy the 
information processing requirements at the MOH facilities The HI0 system is the most 
complete, robust, and cost-effective solution available to CRHP right now The HI0 MIS should 
be adapted for use at MOH facilities 

e CCO MIS 

CCO is unlikely to be able to take advantage of the MIS proposed in the RFP, pnmarily because 
necessary enabling adjustments in managerial perspective and infrastructure have not occurred 
The procurement for this MIS should be terminated The HI0 MIS should be adapted for use at 
CCO facilities 

The recommendations for adaptation of the HI0 MIS for use at two different institutions are 
based on the needs of the institutions, and the options available to CRHP to satisfy those needs 

The recommendations are based on the requirements, not on the desire for a umform system 
However, adopting a single system does offer advantages over multiple systems it saves costs, 
both for USAID, and potentially for the GOE, and it promotes collaboration among the 
participating orgamzations 

It was recognized that these recommendations might create contractual difficulties, and the 
Mission was consulted regarding guidelines that should be used to frame workable 
recommendations The team realizes that some recommendations may be difficult to implement, 
but not impossible This section includes a more comprehensive discussion of the five issues 

Health Techn~cal Sewlces Project 



Mzdterm Evaluatron Egypt Cost Recovery Programs for Health Project 

a Managed Care 

CRHP's goal, as revised in the 1993 Project Paper Supplement, is "to enhance the quality, 
sustamability, accessibility, and affordability of health services for the Egyptian people " The 
four elements of the goal balance each other Quality is key, and, for example, cost contament 
measures that enhance af5ordability must be checked agamst quality standards to ensure that 
quality is not dirmmshed The evaluation team has used the term managed care to refer to 
techniques that help maintain the desired balance of quality, sustamability, accessibility, and 
affordability 

Managed care techmques are used in situations where personal health care is provided to a 
defined population in return for a fixed and predetermined reimbursement Egypt, whch 
attempts to provide "almost free health care to all from tax-based sources" (1993 Project Paper 
Supplement) is in exactly this situation Many countries have similar mandates that rely on fixed 
tax revenues to finance mversal health care, and managed care techmques are frequently used in 
these countries, particularly to balance cost and quality In these settings, the decision to use 
managed care techruques is not a policy decision, policy, the tax-based financing of health care, 
has already been set Managed care simply offers options for implementing the policy 

Managed care techniques are really quite neutral They may be used with different service 
delivery strategies and adapted to serve quite different ends For example, in the Umted States 
utilization review is used to control costs associated with over-treatment and inappropnate use of 
resources, in some areas of the former Soviet Umon, ut~lization review is used to improve quality 
by focussing on providers who under-treat In both settings the same analytic procedures and 
tools are used (Utilization revlew compares a provider's diagnosis and treatment habits with 
established standards ) 

In the remarung months of the project, introduction and use of managed care techruques are 
important for two mam reasons 

I The issues surrounding a workable defimtion of the Cost Recovery Model are 
documented in Section 3 (Findings, Conclusions and Recommendations) of Component 
One CRHP has demonstrated that user fees can increase revenue in public sector 
facilities The rationale is that the increased revenue will ultimately enhance "quality, 
sustamability, accessibility, and affordability of health services for the Egyptian people " 
The project clearly has a responsibility to assist participating institutions in directing their 
increased income towards the improvement of long term health outcomes Managed care 
offers techruques, validated by international expenence, for balancing the sometimes 
competing demands of "quality, sustamability, accessibility, and affordability " 
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11 Neither MOH nor HI0 facilities have been able to provide mandated quality servlce 
withn the budget allotted While revenues from the pnvate sector, such as the user fees 
that have been introduced under CRHP, can increase avsulable funds, it is not at all clear 
that these revenues will offset the operating deficit Managed care offers techmques for 
understanding the relationshps between quality and cost so that resources and revenues 
can be used even more effectively 

b The MIS Informatron Technology, Frnancral Management and Qualify Assurance 

CRHP emphasizes the importance of an MIS to support the delivery of high quality and cost 
effective health care Activities have focused on information technology computer hardware 
and software Automation can ease the clerical burdens of operating a facility, but information 
technology by itself is not an MIS To improve the delivery of health care, persons slulled in 
financial management and quality assurance must use the information m l e  improvements in 
financial management and quality are often mentioned in CRHP documentation, the resources 
directed to these issues are much smaller than those for mformation technology 

It is not clear that facility managers and administrators w11 be able to take full advantage of the 
information technology The Maximus contract focuses on software development and training in 
its operation and maintenance, while capacity building initiatives for financial management and 
quality assurance are slated for Component One 

The project should develop a strategy for coordinating financial management and quality 
improvement capacity building initiatives with automation activities HI0 staff in facilities 
receiving the technology should be included in Component One's management and quality 
activities 

The HIO/Maximus system will provide much of the information used in contemporary care 
management, like utilization review, provider profiles, and DRG-based pncing The capacity for 
using these techmques should be developed and institutionalized in HI0 and the MOH, and the 
information system tweaked appropriately, if necessary 

c HlO's Changrng and Multr-faceted Role m the Health Care Sector 

HI0 is a parastatal orgmzation charged wth  providing health care to groups determined by the 
People's Assembly and is vulnerable to the political process It manages a large, nationwde 
network of facilities, and maintains registries of its beneficiaries, through eight branches and a 
central headquarters in Csuro 
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I HIO 's expandzng responslbzlztzes 

When CRHP began in 1988, HI0 was charged wth  providing health care to employees, 
pensioners, and wrdows Shortly after lmplementat~on of the HI0 MIS began m 1993, school 
chldren were added HIO's beneficiary population increased fiom around six million to more 
than 20 million Currently HI0 covers approximately 40% of the population D u n g  the course 
of t ius evaluation, the People's Assembly began to discuss enlarging HIO's responsibilities to 
include the under-five age group Thls action would Increase the beneficiary population by some 
m e  million, to roughly 55% of the population And there is considerable speculation that HI0 
wdl be asked to extend its coverage to the entire population of Egypt in the future As its 
beneficmy population has increased, HIO's ability to recover its costs has declined severely By 
1995, its operating deficit was approximately 300 rmllion Egyptian pounds 

Because of these events, CRHP has already begun to expand the scope of its work wth  HIO, to 
go beyond simply providing an MIS Maximus has been providing assistance in reorgamzation 
since the spring of 1995, and at the end of 1995 URC posted a long term advisor to assist in 
strategic p l m n g  and policy development 

CRHP should further expand its assistance in p l m n g  and policy by using the resources of the 
Data for Decision Making project (DDM) for necessary focused, short-term studies, and by 
makmg use of the information beginning to come from the MIS By sponsonng seminars on 
international experience in funding public sector health care, CRHP can both disseminate 
information and include MOH, private sector, and academic expertise in health sector p l m n g  
and policy Topics that could be included are the social insurance programs for health care used 
in Germany and the Netherlands, and the single payer model of Canada 

IL HIO's role m an evolvlng health sector 

The polic~es of the GOE that govern public sector health finance and semce delivery are 
changing The process of evolution will certainly be longer than the life of CRHP And during 
the process policies and operational structures will be proposed, then displaced by more 
promising solubons Given the receptivity and interest of HIO's current management, CRHP has 
a window of opportunity to assist HIO, and through h s  orgaruzation, to stimulate the process of 
health sector evolution in general 

HI0 acts as both a payer and a provider of health care HIO's revenues come fiom three pnmary 
sources the Social Insurance Organization (SIO), as a proportion of employee's salatres, the 
Pensioners' Insurance Organization (PIO), as a proportion of pensioners' allowance, and a fixed 
amount of school registration fees This is a capitated system of prospective payment HI0 
receives a fixed sum to cover health care for each beneficiary, h s  sum is not based on the 
individual's likelihood of using health care HI0 also receives some revenues in the form of 
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copayments, pnmarily fiom government employees As a payer of health care, HI0 funds a 
nationwde network of facilities, it also contracts w th  care providers for service, using a variety 
of payment mechmsms rangmg fiom fee-for-service to time-based rembursement As a 
provider of health care, HI0 manages 1 19 polyclimcs and 29 hospitals Its outpatient care 
structure has gatekeepers to promote more efficient use of resources, w th  general practitioners 
refemng patients onwards to more resource intensive specialist care as needed 

In many respects, HI0 has a staff model managed care structure, resemblmg the Kaiser 
Perrnanente orgaruzation in the Unlted States its revenues are pmarrly capitation based, it 
manages facilities using gatekeepers, and it contracts with other service providers (The 
compmson with Ksuser is intended simply to suggest orgmzational similmties HI0 and 
Ksuser are certainly worlds apart in other terms, like quality of care ) The importance of t h ~ s  
structure is that it provides a fertile setting for using contemporary care management techques 
to improve quality and introduce efficiencies For example, it would be fairly straightforward to 
review gatekeepers' referral patterns, t h s  could reveal staff training needs and potential 
opportwties for increasing operational efficiencies (These remarks are not intended to suggest 
that HI0 wl l  or should retain its current service delivery structure, but simply that the current 
structure is particularly amenable to managed change and evolution towards more efficient 
operations ) 

International expenence provides many alternatives for cost effective health care delivery 
Within the MOH and HIO, discussion of the issues has already begun Should MOH become a 
regulator, rather than a provider, of health care? Should HI0 decouple its payer and provider 
functions? What are the advantages and disadvantages of different service delivery models 
Health Maintenance Orgmzations (HMOs), preferred provider orgmzations (PPOs), group 
practices, the British family practitioner? By sponsoring seminars on these and other related 
topics, like the seminars descnbed in the previous section, CRHP has the opportmty to 
encourage dialogue on contemporary models for health care finance and service delivery 

d MOH MIS 

The Project Paper and supplement provide for an automated MIS m the MOH facilities of 
Component One The PD effort in Component One has been constrained by a small MIS staff 
and by delays in the placement of a contractor who was to provide a strategy for information 
systems development As a result, considerable time and resources would be requ~red to develop 
a separate MIS in Component One 

After the evaluation team began work, it became clear that the Mission was considenng adapting 
the CCO RFP prototypes for use in MOH facilities The Mission had also asked the team "Do 
the prototype management systems developed by the CCO have applicability for MOH, HIO, or 
other mplementmg agency facilities of a simlar function?" (See Annex 6 ) CRHP has also 
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supported the development of an automated facility management system at HIO, whch also has 
potential "applicability for other ~mplementing agency facilities of s~milar functlon " The 
team has prepared an ad hoc companson of the feasibility of using the HI0 MIS m MOH 
facilities w~ th  the feasibility of usmg the CCO prototypes l k s  compmson has been made for 
two reasons first, to find the most expeditious means to make an automated MIS avadable to 
the MOH facilit~es, and second, to respond to the Mission's apparent interest m leveragmg 
information system investments into "other implementing agency facilities of similar function " 

Program irutiatives in Component One have concentrated on creating models that are tested and 
demonstrated in a small number of sites, the processes and matenals developed can then be 
transferred to other sites by the MOH The same general approach has been assumed in t h ~ s  
compamon, the MOH should be able to continue installing and maintainmg the MIS 
independently by the end of the CRHP In compmng the HI0 MIS and CCO prototypes, the 
four aspects of technology transfer emphasized in both the HI0 and CCO RFPs were considered 
s o h e  functionality, tramng methods, documentation, and system maintenance (see sections 
1-ivy below) These four areas address concerns of product suitability and sustainability The 
relative costs of the HIO/CCO alternatives were also compared (section v, below) 

The absence of publicly available written documentation for the CCO prototypes has hampered 
t h ~ s  comparison The prototypes were developed as part of the RFP preparation, and USAID 
explained that its documentation requirements had been satisfied by the RFP itself 'While the 
RFP does describe the prototyping process, ~t does not include detailed documentation of the 
software modules themselves There is some documentation of the modules in CCO's arch~ves, 
and two team members were permitted to view some of the matenals in the archive Two 
documents relat~ng specifically to the s o h a r e  prototypes were shown One included 
information on the design and internals of the prototypes and one was a user manual In the few 
minutes allotted to vlewing these documents it was not possible to assess the level of detail, 
especially of the system documentation The team members asked why t h s  documentation had 
not been made available to USAID CCO explamed that its policy is to use funds fiom var~ous 
sources to support its activities, products of these actlvit~es remain the property of CCO, not the 
external agencies 

The pnmary source of information regardmg the CCO prototypes is verbal comments by staff of 
Data Processing Services (DPS), the prototype developer In its formal presentation, the DPS 
staff described a complete system, similar to that outlined in the RFP In the ttlp to Hellopolis 
Hospital by several evaluation team members to view the prototypes m operation, SIX prototype 
modules were shown It is common practice in the information technology mdustry to speak of 
products under development as if they are completed It is also customary to have more detailed 
reference for technical evaluation, so that the current development status and functionality of the 
product can be assessed Th~s  material has not been made publicly available for the CCO 
prototypes Presentations appear to have left the impression that the prototypes are more fully 
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funct~onal than they in fact are, and the absence of public documentation makes it difficult to 
determine what, exactly, has been implemented It was not even possible to obtsun a written list 
of the CCO prototypes that had been completed and then- functionality The information on the 
prototypes included here is based on the functiomng prototypes that were demonstrated at 
Heliopolis Hospital and on verbal comrn~cations fiom DPS staff 

I Software functzonalzty 

The following table shows the basic areas of functionality expected fiom automated support for a 
facility management system CRHP has prepared no formal specification for an MOH MIS, t h ~ s  
comparison assumes that the basic areas emphasized in the HI0 MIS contract and CCO RFP also 
apply to the MOH 

AdmissionlDischarge/Transfer (inpatient) I X I  

Software Functionality 

Registration and Diagnosis (outpatient) I X I  

Integrated (communication among modules enabled) 

Separate Modules Completed 

Svstem Inte~rat~on The HI0 system is implemented in Oracle on a UNIX platform Withm a 
facility, data is kept in a single location and sent to, or received fkom, workstations at vazlous 
locations in the facil~ty The CCO prototypes are implemented in dBase on an MS 
DOS/Wmdows platform Independent, standalone PCS record and store data at vmous locahons 
in the facility The developers of the prototypes report that internally the modules use the same 
conventions in anticipation of the need to develop a networked system w t h  a single data server 

HI0 
MIS 

X 

Patient Records (procedures, tests, etc) 

Pharmacy 

Bookkeeping 

Cost Accounting 
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CCO 
prototypes 

X 

X 

X 

-- 

X 

X 
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The developers also noted that dBase, while useful for developing prototypes, is not the best 
choice for a large networked database, and their plans for implementing server archtecture 
include converting all the existing databases and programs to an as yet undetermined database 
(both Access and Oracle were mentioned as possible choices) 

Bookkeeping: The RFP for the HI0 system did not include a bookkeepmg module T h s  has 
been recogmzed as a flaw in the RFP and HIO/Maximus has prepared a feasibility study whch 
outlines the options for including a bookkeeping module in the HI0 system 

Cost Accounting In the cost accounting system in the CCO prototypes, costs are distributed to 
centers that usually correspond to departments wthm a facility Diagnostic and treatment details 
are not retained durmg the cost analysis, so the costs are not distributed by diagnoses In the HI0 
system costs can be allocated by diagnosis, as well as by departmental centers The cost 
accounting system's abillty to estimate costs for specific diagnoses considerably enhances 
support for managers' p l m n g  and budgeting decisions 

In terms of existmg software functionality, the HI0 MIS is more complete than the CCO 
prototypes Both software solutions lack certain required modules, and both could be adjusted to 
add the required functions The analytic strategy in the CCO cost accounting module provides 
considerably less flexlbillty than the HI0 solution because it does not enable cost analysis for 
diagnosis The biggest difference in functionality is in the level of integration of the modules 
HI0 modules are completely integrated Whlle the CCO prototypes have been designed with 
integration in mind, it is not a tnvial task to implement the integration The fact that each 
prototype would need to be rewritten for another programming platform would make the task of 
integrating the CCO prototypes even more difficult 

11 Traznzng methods 

The HI0 contract calls for substantial effort in traimng, and particularly in traimng of trainers, so 
that HI0 will have the ability to continue training after the completion of CRHP Traimng 
materials (both user and trsumng manuals) and methodologies have been developed for each of 
the operational aspects of the MIS computer operation, data entry, patient and logistic 
management, and accounting HIOYs trsumng system is mtended to support a turn key 
production system operating at a large number of facilities and could be easily extended "as is" 
to MOH facilities The traimng methodologies developed for the CCO prototypes, whch rely on 
a "shadow group" at each facility, had different objechves By providing feedback to the 
developers and technical support to users, the "shadow group" proved very useful in facilitating 
preparation of the RFP It is not clear that h s  Intensive support would be either necessary or 
cost effective in a production environment To institutionalize the capacity for ongoing traimg 
in the MOH, new training methodologies and matenals would need to be developed for the CCO 
prototypes 
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111 Documentatzon 

Thorough, accurate documentation is essential for the sustamability of an information system 
The HI0 contract calls for complete system documentabon m the areas of design, 
mplementation, and tramng (as detailed m Section 2, Accomplishments) 'Ths material is 
submitted to, and accepted by, USAID and is available for public inspection The content of the 
documents reviewed appears to conform to rndustry standards The situation w t h  regard to 
documentabon of the CCO prototypes was explamed earlier in t h ~ s  section USAID does not 
have techca l  documentation or the prototypes, and it appears that documentation of the CCO 
prototypes would need to be considerably expanded to allow MOH to assume ownershp of the 
system 

m System mazntenance 

The HI0 contract specifically addresses a major issue in information technology transfer the 
maintenance and ongoing development of the technology when the transfer has been completed 
The HI0 contract requires that the capacity for mamtenance be institutionalized in HIO, and t h s  
process appears to be well underway (as detaded in Section 2, Accomplishments to Date) The 
issue of ongoing maintenance usually does not mse  wth  prototypes, whch normally have a 
fairly short life span Procedures and trainrng would need to be developed to institutionalize 
support for the CCO prototypes withn the Ministry 

v Relatzve costs 

The followlng table compares the relative costs that can be anticipated in adapting the HI0  MIS 
and CCO prototypes for use at the MOH Development costs indicate that substantial startup 
costs can be expected in providing the support required, the likelihood of i ncmng  these costs is 
based on the preceding discussion Marginal costs indicate costs associated w t h  extending 
existing support to new sites 
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Substantial development effort in each area would be required to adapt the CCO prototypes for 
use at the MOH With the possible exception of development costs that might be mcurred for a 
billing module in the HI0 system, start-up costs for adaptmg tlus system can be expected to be 
minsmal or nonexistent 

With the exception of hardware costs, there is no apparent reason to suspect that the marginal 
costs of the two solubons would be very different The current versions of HI0 and CCO 
software implementations use different system archtectures The UNIX solution (HIO) relies on 
a central file repository and processing unit, w th  "dumb terminals" attached The PC solution 
(CCO) relies on independent machmes, tlus would, of necessity, change in a networked 
production system, where a file server wth  network connectors would be required It is also 
possible to use "smart terminals" (like a PC) in a UNIX system The server and terminals 
selected depend on the particulars of the situation, so it is quite difficult to compare the potential 
platform costs of the two systems in the abstract But some order of magmtude estimates are 
possible It is assumed that costs associated with network cabling, telecommumcations, power 
backup, and printers would be roughly the same for both platforms Cost comparison then 
focuses on the hardware and commercially available software to make the machines run In the 
October 1995 HI0 procurement, the supplier quoted the followng prices a UNIX server w t h  
operating system, $1 7,6 1 1, and a single dumb termmal, $61 5 The number of terminals requlred 
depends on the size of the institution in whlch the system is installed For the purposes of this 
discussion, it is assumed that one terminal is used for each of the seven modules Thls would 
likely support operations in a small to medium sized facility The total cost for a UNIX server 
and seven terminals (HI0 platform), becomes $21,301 For the PC solution, it is assumed that 
each PC with software costs $2000, and that a PC server with software would be $3000 The 
total cost for a PC server and seven terminals (sample CCO platform) becomes approximately 
$17,000 For this configuration the UNIX solution is some 20% more expensive than the PC 
(Ths analysis considers only the technology that is llkely to be different between the two 
solutions This is only part of the total hardware required, so the percentage vmance between 
overall costs for purchase of the underlying technology in thrs example would be less than 20% ) 
The marginal costs of adding additional terminals, as would be required in a medium to large- 
sized facility, are much smaller m the UNIX solution For example, w th  ten terminals attached, 
the costs of UNIX and PC equipment becomes about the same With more than ten tenna ls ,  
the UNIX solution becomes the less expensive option 

In summary, cost differences for the underlying technology are small and may well even out over 
installations of different sizes 
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VI Summary of optzons for provzdzng a MIS for the MOH 

In terms of system functionality, traimng, documentation, and maintenance, the HI0 MIS is 
more complete than the CCO prototypes The major difference m the cost of lrnplementmg the 
two solutions lies in the costs of start-up development Using the HI0 MIS at the MOH is likely 
to be a less expensive solution than adapting the CCO prototypes Based on cnterra for 
robustness of product, on avsulable and ongoing support, and on cost, the HI0 MIS appears to be 
preferable to the CCO prototypes for use at the MOH 

After the evaluation team arrived at this recommendation, it learned that a very similar 
recommendation had been made in April 1995, by a Techca l  Review Comrmttee consisting of 
members of the PD, HIO/Maximus, and USAID Although the recommendation is recorded as 
having received verbal support from USAID CRHP staff and USAID's internal infonnation 
technology review board (IRM), apparently no action was taken on the committee's 
recommendation The current evaluation provides independent support for the ongmal 
recommendation of the project's own Technical Review Committee It remains unclear why the 
earlier recommendation was not acted upon 

vn CoZZaboratzon between HIO, MOH, and contractors' stafls 

There is one area of redundant overlap between the URC and the Maximus contracts Task five 
of the URC contract calls for institutionalization of training in MIS across all components HI0 
training in MIS operation is certainly covered by the Maximus contract, so it is not clear what is 
intended by the URC task If the preceding recommendation regarding use of the HI0 system at 
the MOH is adopted, MOH's traimng needs for operating the MIS w11 also be met The need for 
more extensive trsllning for admimtrators, financial specialists, and climcal supervisors in using 
the information for decision making has been pointed out in section 3 b , above, and URC's staff 
already has the slulls and background for this type of trainlng Task five should be eliminated 
from the URC contract because training in MIS operation has already been institutionalized at 
HI0 URC traimng resources directed towards the MIS should focus on the professionals who 
wl l  be using the information from the system for management 

The HI0 system should be strengthened in two areas by collaboration w t h  MOH/PD/URC 
expertise W l e  the system includes a cost accounting module, there is no bookkeeping module 
Ths  has been recogmzed as a flaw in the onginal system specified by the RFP, and 
HIO/Maximus has prepared a feasibility study outlmng options for developing such a module 
Since the bookkeeping functions must accord wth the Government of Egypt's standards, and 
since adoption of such a system is a particular concern of financial specialists from URC and PD, 
development of a bookkeeping module should proceed as a collaborative effort by specialists 
from Components One and Two A second area of concern is a system for traclung 
pharmaceutical sales by HI0 contracted pharmacies HI0 spends nearly 60% of its budget on 
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pharmaceuticals, and it 1s clear that the system is subject to several types of fraud Two steps are 
necessary to implement a system for contracted pharmac~es 1) adoption of a uniform coding 
system for pharmaceuticals, a step whlch should be taken vvlth the advice and consent of the 
MOH, and 2) development of an mventory and pomt of sales system for pharmacies CRHP 
should support t h ~ s  effort, agam by collaboration of spec~alists from Components One and Two 

e CCO MIS 

The team's recommendations concerning the CCO MIS have generated some heated discussions 
And the team's own difficulties in formulat~ng a clear and consistent statement of ~ t s  
observat~ons and recommendations may have created misunderstand~ngs In ~ t s  response to an 
earlier draft of t h s  report, the Mission included the follovvlng statement 

"CCO has a reputation for delzvering quality health care sewzces and the 
Mzsszon shares the vzew expressed by leadzng oflclals zn the sector that CCO 
hospztals are among the most well managed and hlghest quality servzce delzvery 
faczltties in the country, przvate sector hospitals zncluded We therefore firmly 
believe that the CCO does zndeed have somethzng to contrzbute to cost 
recoveg+namely operating examples of the abilzty ofpublzc sector facilzties to 
delzver qualzty health care services We strongly believe that there u merzt zn 
promotzng apluralrstic health care delzvery system in whzch provzders compete 
for business CCO can be a strong player in such a pluralzstzc system and this 
alone may be suflcient reason to include the organzzatzon and zts assoczated 
hospztals zn cost recovery programs designed to increase qualzty of care, qualzty 
of service, and operating eflczency " 

The Evaluation Team does not dispute these statements Clearly it should be to everyone's 
advantage to mclude CCO m CRHP actmties The challenge is to create a relationshp in whch 
CCO receives usefil ass~stance and contnbutes ~ t s  experience and expertise to Cost Recovery 
programs m other public sector fac~lit~es 

I CCO 's preparatzon for MIS znstallatzon 

The Project Paper Supplement includes the follomng rat~onale for ass~stance under Component 
Two "HI0 and CCO use outdated management practices Component Two vvl11 provide 
effective programs to modemze the HI0 and CCO management systems " (p 19) The 
emphasis on lmprovlng management is repeated in CCO's Annual Implementation Plan for 
1994, even in ~ t s  reading lme "MANAGEMENT IMPROVEMENT FOR COST RECOVERY" 
(~talics and capitals in original) "CCO's pnmary objectwe in the CRHP project is to enhance 
cl~nical and adm~mstrat~ve management systems, in order to support an increased cost recovery 
and an improved quality and accessibility of care " 
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The team had lengthy meetings with the current chasrman of the CCO and w t h  his predecessor, 
who had recently retired The purpose of the meetings was to learn of improvements in CCO's 
management and quality assurance systems as projected m the Project Paper Supplement and the 
Annual Implementation Plan These documents speak of improvements w t h n  CCO, and the 
Evaluation Team's scope of work therefore calls for assessment of the improvements 

The team learned that the 12 hospitals that compnse the CCO function independently, with no 
dlrect corporate management by the charman and small central staff (CCO also has loose 
affiliations wth some 20 other hospitals, pnmmly in Alexandria and Suez ) 

Both the current and the former chairmen indicated that the process of "management 
improvement" had not affected the chairman's management decisions and appeared surprised 
that changes might be expected at the central level 

Both chairmen are aware of the CRHP automation activities in CCO and of the work mth the 
prototypes and forms development But the term "management improvement" appears to mean 
slrnply improving clerlcal and transaction processing It is not clear how CCO intends to 
translate these improvements into "increased cost recovery and an improved quality and 
accessibility of care " For example, it appeared from the CCO's perspective that the main benefit 
of automation has been the regular appearance of a weekly financial statement whch is both neat 
and timely There was little indication that the new financial statement is used to make decisions 
differently than previously 

The distance between the goal of "improved management" through an automated MIS and the 
reality of the current management system can be illustrated by the system that supports quality 
assurance CCO's vision is to provide automated support for the provider's decision malung 
process This is an admirable and attainable (albeit distant) goal To acheve it, the automated 
system must operate from a standard set of diagnostic and treatment protocols Egypt has no 
nabonal standards, so CCO has obtained photocopies of standards fiom other countries 

Physicians practicing at CCO must agree to observe these standards The standards themselves 
are retained in CCO's archves, and physicians may consult them there 

In contemporary standards-based quality assurance systems, compliance with the standards is 
assured by regular case review The review may take many forms fiom peer review w t h  no 
automated support, to on-line ~rnrnediate feedback of the sort envisioned by CCO International 
experience indicates that the adoption of standards is a slow and sometimes painful process 

Physicians accustomed to Independence and authority may be unwlling to accept external 
standards The case review process is often used to introduce standards Physicians have the 
opportunity to learn fiom each other, and in the process acquire ownersbp of the standards 
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CCO has initiated trsuning of nurses in standards and protocols, as described previously, in 
Section 2, Accomplishments to Date However, there is no schedule or plan for the training of 
physicians in the standards, or for introduction of the case review process, even though CCO 
management is aware of these techmques, and commented quite nghtly that they should be 
introduced on a departmental basis There is little evidence that CCO is mtiating the changes in 
its quality assurance system that are necessary to use the MIS to further improve quality 

The natural question is if these observations are accurate, if CCO doesn't have a modem quality 
assurance infrastructure, then how is it able to maintain such a hgh  level of quality It is not the 
team's task to answer this question But expenenced CRHP and contractor staff provided a clue 
economic incentives CCO has ten percent of its beds reserved for ''free" patients, whose fees are 
subsidized by the government The remaimng 90 percent pay fees to CCO and, directly or 
induectly, to physicians CCO staff are better paid than their colleagues m MOH and HI0 
facilities, where the proportion of free to paying patients is approximately reverse 90 percent to 
ten percent Chef physicians at the MOH CRHP facilit~es expect to improve quality by 
increasing the proportion of fee paying patients so that they can then offer better salaries and 
attract more qualified physicians 

Whatever the explanation, CCO clearly has expertise in quality assurance that would be useful to 
both HI0 and MOH 

In addition to the concerns regarding management improvements, several other facts mitigate 
against a positive outcome from installation of the "state-of-the-art" MIS proposed in the RFP 

The system calls for concurrent processing, with a number of work stations where most aspects 
of patient care and management can be entered into the system as they occur For example, data 
like laboratory tests and procedures are entered when they are ordered, and the results entered 
when they are known Frequently it is the nurses who operate the system and must follow a 
specific protocol in responding to the information Whde trarmg nurses in standards is an 
essential first step in using such a system, it is not the only step Physicians' diagnostic and 
treatment protocols also need to be in place and coordinated tnth the standards nurses follow or 
there is a very real possibility that the online and real time aspects of the system can engender 
confusion and tn11 not be used 

Implementation of the CCO MIS as specified by the RFP also appears problematic, because the 
RFP projects a schedule that exceeds the lifetime of the CRHP project As of February 1, 1996, 
CRHP had a lifetime of 32 months, the RFP calls for 3 1 months of work at Pyramid Hospital, 36 
at Heliopolis, and 44 at Nasser Institute If the RFP schedule is observed, the CCO MIS 
implementation would run for more than a year beyond the end of CRHP 
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In summary, the team doubts that the MIS can be installed w t h n  the lifetime of the project If 
installed, the absence of appropriate protocols and standards to govern real hme use of the 
information may render system operation problematic The team saw little evidence that 
managers at the hghest level are prepared to use the MIS to unprove their management or that 
they are prepared to guide hospital managers in using the system to improve management There 
IS also llttle evidence that CCO 1s introducmg standard compliance measures for physlclans Into 
its quality assurance operations The team doubts that CCO central management is prepared to 
use the MIS "to support an increased cost recovery and an improved quality and accessibility of 
care " 

USAID IS about to award a contract for development of a "state-of-the-art" MIS for CCO It is 
the consensus of the evaluation team that this contract should be terminated 

11 MIS support at CCO 

The team agrees with the Mission that CCO is a key player in public sector health care in Egypt 
and that CCO's participation in CRHP is desirable In addition, important preparatory work has 
been done at CCO forms have been audited and revised, and clerical staff have begun to use the 
automated prototypes in their daily work 

In terms of the institutional culture and infrastructure required to support a contemporary 
automated MIS, MOH, HIO, and CCO are at roughly the same level Each orgmzation has had 
some experience with cost accounting, but none has apparently been able to use t h s  expenence 
to introduce efficiencies into the system No orgmzation has introduced regular and systematic 
peer case review, except for pilot work done at the MOH's 15th of May Hospital HI0 and 
CCO are even struggling wth  similar problems in institutionalizing the use of the system For 
example, introducmg diagnostic codes into a facility where they are rarely required presents 
numerous problems Both HI0 and CCO report that the institutions have decided to ask 
physicians to determine the diagnostic codes The physicians must then be trarned and 
encouraged to use the codes Both HI0 (in outpatient forms) and CCO (in discharge forms) 
report simlar &f%iculties m changing physicians' behavior patterns 

For each orgmzation, management strengthemng is the most crrtical element in using an MIS to 
manage health care more effectively In lieu of a separate software system, CCO should be 
offered the HIO/Maximus system and participation in the orgamzational, financial, and quality 
management t r a ~ m g s  already proposed for MOH and HI0 facilities 

To date CRHP has little success in stimulatmg collaboration between CCO and the other CRHP 
participants By including participants from CCO, MOH, and HI0 m management, financial, 
and quality trarmngs, CRHP creates a setting in whch all participants have an opportun~ty to 
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learn from each other Each orgmzation stands to gain from the shared trainmg, and the 
common experience may lay the groundwork for ongoing cooperation 

The CCO RFP calls for a greater degree of automated support than provided by the HI0 MIS 
The question is, how much functionality is really lost, and the answer is, not really very much 

Based on a compmson of the Maximus contract and the CCO RFP, there appear to be four 
pnmary differences between the MIS systems proposed for each orgmzation 

1 The CCO RFP specifies a "knowledge base" of onlme reference matenals to be installed in 
the Nasser Institute Hospital The "knowledge base" is intended to grow, both fiom records of 
treatment in the hospital and from information and protocols adapted fiom the outside 

Eventually a practitioner would be able to call on th s  information when malung diagnostic and 
treatment decisions While thrs is certainly an adrmrable vision, it will reqmre concrete steps to 
institutionalize the standards required to make th s  type of system operate If the goal is simply 
to have an online set of reference matenals, similar to the matenals already in the CCO archves, 
these are commercially available 

While the alternative of commercially available resources does not correspond to the hc t ions  
specified in the RFP, it is a very useful starting point It provides an inexpensive alternative that 
can be made available to many facilities, rather than a hgh  tech solution that would be avsulable 
only to the Nasser Institute Hospital 

2 The CCO RFP calls for concurrent processing, in whch most aspects of patient care and 
management are entered into the system as they occur Ths  produces an up to the minute data 
set that can present the most recent information about a patient or hospital department As 
pointed out previously, the infrastructure to support thls type of operation does not appear to be 
in place In contrast, in the HI0 system, data is recorded at set times of the day, instead of as the 
event occurs The result is that the online information about a patient may not be absolutely 
current, the maximum delay would seem to be approximately one day As staff become more 
comfortable using the computers, and as necessary standards and procedures are developed, the 
HI0 system could approach concurrency by the simple expedient of mstallmg more work 
stations so that staff can enter and use data as it becomes available There are some details of 
pahent management called for in the CCO RFP that are not recorded m the HI0 system 
However, it appears that the same climcal data elements are recorded m both systems 

3 The CCO RFP calls for automation of hospital hotel services, inventones, and procurement 
These are generally not included in the HI0 system 
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4 The CCO RFP includes bookkeeping, billing, and payroll modules, whch are not included in 
the HI0 system (although they could likely be included fairly easily) 

Of these differences, the CCO may not be able to take full advantage of two enhancements, 
because the necessary practice standards are not m place (the "knowledge base" and concurrent 
processing) The HI0 system is not concurrent and does not have the potential to disrupt 
operahons in the same way that the concurrent system does Some core modules like 
bookkeeping, billing, and payroll would enhance the system's usefulness m HI0 and the MOH 
and could be added The remamng difference is automated support for hotel and logistic 
services While useful, these tools are hardly essential 

D COMPONENT THREEEXPAND PRIVATE SECTOR FINANCING 
OF INDIVIDUAL AND GROUP PRACTICES AND DEVELOP 
ALTERNATIVE MANAGED CARE MODELS 

1 Inputs, Outputs, and Subpurpose 

The subpurpose of Component Three is to expand pnvate sector financing of individual and 
group practices, as well as to develop prepaid care practices 

When the project began in 1988, there was a widespread concern that government health services 
were not meeting the health needs of the population and additional financial resources would not 
be available through traditional government budgets to expand health services To begin the 
process of malung more health services available through the pnvate sector, the project 
attempted to make adequate financial resources available through normal banlung channels to 
stimulate the growth of both individual and group practices, especially in Upper Egypt and in 
rural areas throughout the country There was a strong feeling that individuals and group 
practices were unable to obtain adequate financing through normal commercial banking 
channels, especially in the rural areas of the country At the same time, there was growing 
interest m developing alternative managed care models as demonstrations of how affordable 
health services could be provided through the private sector The concept of health mamtenance 
organizations (HMO) was known among some health professionals, but no HMO had been 
established 

Inputs for Component Three total $2,563,961, plus the LE equwalent of $10,000,000 for the 
CGC loan guarantee fund descnbed below Most of the inputs have been for t echca l  assistance 
and training 

The planned outputs for Component Three and the specific indicators of progress descnbed in 
the Project Paper Supplement are described in each of the sections below 
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It was originally envisioned that the "prime contractor" would be responsible for the provision of 
technical assistance and the coordination of all activities in Component Three Unfortunately 
this contract was not awarded to URC until seven years into the project With only two and one 
half years left in the project, it may be difficult for the project to meet all of the planned outputs 
Outputs One and Three have already been acheved although the usefulness of Indicator One is 
questionable and will be discussed in more detail below There is a reasonable chance that 
Output Two w11 be reached However, it is unllkely that the ambitious indicator for Output Four 
can be achieved vathin the life of the project Techcal  assistance through the CRHP has 
supported development of an HMO through the Suez Canal Faculty of Medmne and 
improvements in the health insurance plan provided by the Health Insurance of the Medical 
Umon through the Medical Syndicate 

Discussion of Component Three is divided into five parts pnvate sector, Credit Guaranty 
Corporat~on, managed care, Suez Canal Umversity-Faculty of Medicine, and Medical Syndicate 

2 Pr~vate Sector 

a Outputs 

The 1993 Project Paper Supplement sets forth the followng outputs to support expansion of the 
private sector 

Development of general guidelmes for private practices and pre-paid systems 

Workshops and seminars to upgrade private sector management, admimstration, 
and quality of care 

Development of management guidelines book in Arabic and trainmg curnculurn 
for individual and group practitioners (to include office management, MIS, staff 
requirements and work plan development, accountmg and billing, use of 
comercial banlung and credit systems, patient registration and record keeping, 
laboratory operations and contracting) 

Management trainmg for mdividual and group practitioners 

Software development for individuals and group practitioners 
b Accomplrshments to Date 

In the absence of a technical assistance contractor, there has been little CRHP activity under t h s  
subcomponent 
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c Conclusrons 

A URC techmcal advisor has recently assumed responsibility for developing an implementation 
plan for 1996 

Much of the analysis needed to determine if and how the pnvate sector should be expanded is not 
available Without an understanding of the current status of the pnvate sector it is premature to 
attempt to expand it Furthermore, it w11 be very difficult to develop management matenals and 
training until the needs of the private sector have been assessed 

d Recommendations 

There is a need to assess the current and future potential role of the pnvate sector as the health 
sector is reformed Withm the existing URC contract for Component Three, there is a large 
level of effort available to imtiate and complete studies of the health sector Some studies should 
focus on the private sector Given the limted time remaimng in the CRHP, these studies should 
utilize secondary data sources when possible and employ methods that are minimally time and 
labor intensive such as rapid assessment analysis URC should build upon the previous DDM 
work in this area and closely collaborate with DDM in completing further studies Some of the 
areas in whch further research is needed include 1) types of services provided by the pnvate 
sector, 2) the impact of the dual role that providers play in the public and pnvate sectors, 
3) feasibility of developing pnvate provider organizations, 4) use of allied health professionals in 
the private sector, 5) feasibility of establishing regulations or controls on the private sector and 
the pharmaceutical industry, 6) alternative financing schemes, 7) techmques for orgamzing 
community financial support, 8) the effects of CR on preventive services, and 9) the effects of 
CR on the impoverished population 

Once the current situation of the private sector is better understood, URC should begin a dialogue 
wthm both USAID and the MOH about the role of the private sector and possible options for 
lnfluencing this sector Attention should be given to issues of equity and quality 

The development of guidelines and materials should be delayed until the potential role of the 
pnvate sector has been defined Every effort should be made to utilize management matenals 
that have already been developed for the MOH, CCO, and HI0 Pnvate providers should be 
included when the project gives management traimng, workshops, and semmars to other health 
sector providers The project should not develop new software in light of the substantial h d m g  
already provided for software development in other components of the project 

3 Credlt Guarantee Company (CGC) 

The Credit Guarantee Company is a private for-profit corporation established wth USAID funds 
in 1990 to encourage banks to make credit avsulable to small enterpnses In 1991, USAID 
provided the LE equivalent of US $10 million to guarantee loans to health care providers and 
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thus reduce the amount of collateral required for practitioners to begin or expand their pnvate 
practices 

a, Outputs 

The 1993 Project Paper Supplement set forth three measures of success for the CGC 

Output One Improved commercial banlung system to provide financial services to 
health care providers 
Indicator One Ten commerc~al banks actively participating in the program 

Output Two Increased number of new or expanding pnvate sector health care 
providers, particularly in rural and secondary cities 
Indlcator Two 5,000 loans to new or expanding pnvate sector health care providers 

Output Three Viability of new or expanded practices 
Indlcator Three Default rate of no more than 10 % 

b Technrcal Assrstance 

Outside of the initial assistance provided by a locally contracted economist, Dr Medhat 
Hassanein, the CGC has received little t echca l  assistance from USAID for the implementation 
of the program due to the delay in identifying a prime contractor One exception was a brlef 
assessment of the program in 1995 through a buy-in to the FSDP I1 project whch was 
implemented through a contract with KPMG Peat Marwick 

c Accomplrshments to Date 

The CGC has only been moderately successful Through December 1995, the CGC has 
guaranteed 1,897 loans (representing LE 77 8 million) to medical providers Wlule there were 
some 20 banks participating in the CGC program at the end of 1995,7 1 % of all loans have been 
through the National Bank of Egypt A full 84% of all loans have been through five banks The 
default rate is remarkably low, about one quarter of 1% The five defaults represent LE 160,095 
uncollected (0 2% of total loan guarantees) 

With the initiation of activities by URC, the operation of the CGC has been reviewed and a 
number of positive changes are underway whch should assist the CGC m approachng the three 
EOPS indicators of success A proposed amendment to the Guarantee Facility Fund Agreement 
between CGC and USAID has been negotiated and should be approved soon The new 
agreement provides several incentives to CGC to develop and implement an aggressive market 
and traimng strategy Under the proposed agreement CGC wl l  receive LE 1500 for each loan 
guarantee, retroactive to January 1, 1995, for marketing the loan guarantee program and traimng 
both recipients and potential loan applicants The CGC will also have 100% of guarantee funds, 
instead of 20%, to use for program admmstration 
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d Conclusrons 

The importance of CGC's role in the health care system is uncertain Based upon recent health 
sector reviews and surveys, it does not appear that the pnvate health sector is constramed in 
obtaining financing through the banking system It is not clear what impact or influence the 
CGC loan guarantee program has had on the pnvate sector 

Provide no further techmcal assistance to the CGC until its role is better defined USAID, URC, 
and the MOH should consider undertalung several studies to assess 1) the need for credit among 
pnvate providers, 2) USAID'S and the MOH's leverage in influencing the role and growth of the 
pnvate sector, 3) the success of the CGC in influencmg pnvate sector investments, and 4) if and 
how CGC might play a role in private sector development, including the possibility of creating a 
revolving Eund to support loan guarantees to MOH facilities for financing renovations and capital 
purchases The studies need not be time or labor intensive and could be included wthm the 
URC workplan for 1996 and 1997 Each recommended study is elaborated upon below 

Over the last decade, Egypt has undergone an economic transition whch has placed greater 
emphasis on market forces As a result it appears that credit to health providers may be wdely 
avadable both in the form of direct bank loans (outside of the CGC program) as well as through 
more indirect sources such as purchasing of equipment on time A survey should be undertaken 
to identify how wdely avaslable and utilized these mechmsms are across both geographc 
regions and socioeconomic straturns The goal of this study should be to determine if credit is 
the best mechmsm for directing the growth and role of the private sector 

Analyses should be undertaken to better understand how the CGC program has contributed to the 
distribution of private sector physicians by examimng the type of practices CGC participants 
have established and whether this is consistent w t h  the way in whch USAID and the MOH 
would like to see the private sector develop 

Based upon the findings of the previous work, the CGC program should then be evaluated as to 
if and how it could be used to foster further development of the pnvate sector Targeting, or 
even limting the program to specific types of providers, (1 e , female obstetricians and 
gynecologists m the more conservative regions of Upper Egypt, general practitioners, hgh-nsk 
borrowers) should be considered 

A study should also be done to explore the feasibility of utilivng the CGC or a revolving fund to 
guarantee loans for MOH facilities As these facilihes move towards becoming autonomous 
enterprises and begin to generate revenues, h s  fund may be a mechmsm to assist w t h  
renovabons and capital purchases The legal issues regarding borrowng by public sector 
institutions would have to be included wthin the study 
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Analysis should also focus on the need for having a large number of banks participating in the 
CGC program If the five largest banks (whch have provided some 84% of all loans to date) are 
easily accessible to the target population, then there is no reason not to focus all marketing and 
training activities at these banks, whch already have demonstrated a relatively strong wllmgness 
to utilize the CGC program 

4 Managed Care 

The second goal of Component Three is to develop managed care models for the delivery and 
financing of health services The 1993 Project Paper Supplement contained one specific output 
for managed care 

Output Four Development of new pnvate managed health care systems (HMO-like schemes) 
Indicator Four Two new schemes operational 

There is still no general policy mtlun the GOE that there should be a transition to managed care 
for the majority of health services provided wthin the country Any transition to managed care 
is not expected to be an easy process, nor a process that will be imtiated on a large scale wthm 
the near future The development of managed care models in Egypt will be h d e r e d  because 
many of the lrnportant managed care concepts are not well understood outside of some health 
specialists 

Efforts under the CRHP related to managed care are the activities to promote development of an 
HMO through the Suez Canal University-Faculty of Medicine and support for the health 
insurance scheme operated by the Medlcal Syndicate 

Build the capacity for the possible future transition to managed care Techca l  assistance 
should be directed to improving the understanding of managed care concepts and practices, as 
well as, developing the techca l  slulls needed for implementing managed care One of the most 
valuable contnbutions USAID and its contractors can make would be to organize sermnars and 
workshops on important managed care principles using resident advlsors as well as consultants 
worlung in Egypt on a short-term basis Access to current publications on managed care and 
other health-related issues should be improved The project should consider establishmg a 
documentation center open to the MOH, CCO, HIO, and the pnvate sector 

Local t echca l  expertise should also be developed Th~s  could be done by establishmg a close 
worlung relationslup with a research and policy institution, such as the Social Research Center at 
the American Umverslty of Caro There are a large number of t echca l  issues whch need to be 
explored as the health system moves towards managed care A mentonng relationslup w t h  
local researchers and policy makers as this work proceeds is essential Some of the technical 
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issues which should be exammed include 1) the development of the DRG system in other 
countnes and its applicability to Egypt, 2) review of managed care in other countnes, and 
3) mechanisms to monitor physicians which can prevent abuse of the system 

All Component Three activities should be conducted collaboratively by URC, Maximus, and 
DDM Every effort should be made to utilize the information and techmcal capacities avsulable 
at the HIO, CCO, and Medical Syndicate 

5 Suez Canal University - Faculty of Medicme 

a Outputs 

The 1993 Project Paper Supplement called for the development of two new pnvate managed care 
systems to serve as models of innovative financing and delivery schemes The paper anticipated 
that one model would be an HMO established at the Suez Canal University Faculty of Medicine 
The development of this HMO began as the university hospital, group practice, and plvnary care 
centers sought a means to reduce or eliminate wversity subsidies 

b Accomplrshments to Date 

To analyze the feasibility of establishmg an HMO at SCU-FOM, the Cambridge Consultmg 
Corporation (CCC) hired a team of HMO consultants to study the proposal m August of 1994 
In addition, the USAID/W, Global Bureau Initiatives Project completed a comprehensive review 
of the SCU group practice in 1994 In January 1996 URC held a seminar to increase knowledge 
within the unlversity of the HMO proposal and to begin the process of plannmg Under the URC 
contract, one mternational consultant and an Egyptian specialist provide technical assistance to 
the SCU-FOM 

c Conclusrons 

Given the complexities of establishng an HMO and the long delay in getting a pnme contractor 
to provide the needed techca l  assistance, it is not reasonable to assume the process of 
establishmg an HMO wl l  be completed by the time the CRHP ends A number of conditions 
have changed since the idea of developing an HMO at the SCU-FOM was first discussed, there is 
growmg competition for patients in the area from other health facilities, the doctors who 
participate in the group practice have changed, and the length of time and complexity of 
establishmg an HMO were greatly underesQmated Furthermore, CRHP expenence has 
demonstrated that establishng a model requires an intensive amount of t echca l  assistance 
Thls will be particularly true at the SCU where the faculty has only a limited understanding and 
capacity to undertake t h s  process Lastly, there is some concern that the Umversity's level of 
commitment has fluctuated 
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The project should assist in developing a sustamable capacity wthm the SCU-FOM to create and 
manage an HMO Techca l  assistance should be limited to information dissemma~on and a 
discrete amount of t echca l  capacity building 

Until the Umversity demonstrates commitment and obtams the necessary legal status for the 
proposed HMO, URC should not increase its level of t echca l  assistance 

Any M e r  assistance must continually be linked to performance and should utilize matenals 
and tramng opportunities developed for the MOH, CCO, and HI0 

No techca l  assistance or funding should be provided for the development of additional software 
nor for hiring uruversityIHM0 personnel 

6 Medical Syndicate 

a Outputs 

Although not clearly specified in the 1993 Project Paper Supplement, t echca l  and financial 
assistance to the Medical Syndicate (MS) may be considered as support for the second managed 
care model to be developed under Component Three 

The Medical Syndicate is responsible for licensing all physicians and for maintamng 
professional standards It is one of 21 professional syndicates The Egyptian Medical Umon is 
compmed of members of four syndicates representing physicians, pharmacists, dentists, and 
veterinarians At present there are approximately 200,000 members In 1988 the Medical Umon 
established a health insurance plan (Health Insurance of the Medical Umon, HIMU) for its 
members As the CRHP was being designed, it was believed that t h ~ s  insurance model could be 
enhanced and possibly replicated to include other sectors of the population, particularly other 
professional syndicates such as engineers 

b Accompl~shments to Date 

Based on information included in the feasibility study and fiom mterviews w t h  MS 
management, it is clear that the HIMU is a well developed msurance plan Several features of 
h s  program stand out 

b A clearly defined benefits package 

b A number of cost contsllnrnent mechmsms are in place mcludmg ceilings on coverage, a 
copayment system whch encourages use of lower cost services and providers, a 
negotiated payment system, and utilizahon controls 
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t An accreditation system for providers 

b Annual prepaid premums 

It was originally envisioned that the pnme contractor would be fully responsible for all t e chca l  
assistance to the MS With the delays in getting a prune contractor however interun support was 
provided directly through USAID in 1993 when a feasibility study of the proposed actwities was 
completed Based upon the findings of thls study, the pnme contractor is charged mth providmg 
the MS trammg, MIS support, and other general t echca l  assistance Currently the prune 
contractor is assessing the situation to determme how to implement tlus techca l  assistance 

c Conclusions 

The MS subsidizes approximately one-thrd of the HIMU operating expenses and all capital 
investments, and currently is m n g  a deficit of nearly LE 2,000,000 annually There is some 
indication that the HIMU is able to obtain discounted fees as a result of professional courtesy 
whch may not occur if the program is expanded to other populations 

It is not clear that expansion of the HIMU is feasible or even desirable under the CRHP 
Expansion of the program w11 be limited by h s  fact it is doubtful that the program can be 
expanded and remain financially viable 

Even if these operational issues were resolved the larger question remains as to whether USAID 
and the MOH should actively encourage and assist the development of such insurance plans 
Encouraging the development of multiple insurance plans will lead to greater fragmentation of 
the health insurance sector and encourage a two-tiered system of health care Wlule such 
insurance plans may be an inevitable outcome of a free market system there is no reason for 
USAID to be assisting with k s  development 

d Recommendations 

In exchange for t echca l  assistance to improve management capabilities, the Medical Syndicate 
(MS) should use its institutional forum and membershp to broaden the discussion of managed 
care issues The MS will be a powerful group as the health sector is reformed In addition the 
MS has mcorporated a number of managed care concepts into their plan and are clearly a 
valuable source of expenence and information The MS should be encouraged to share their 
expenence through semmars, conferences, in-house trasmng programs, and provision of 
consulting services In return URC should assist the MS to improve its system by providing 
access to management training, software, and other matenals produced for the CCO, HIO, and 
MOH No t echca l  assistance should be provided for the development of software 
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E OVERALL PROJECT DESIGN, MANAGEMENT AND RESOURCE 
ALLOCATION ISSUES 

Structural Change m the Provlslon and Fmanclng of Health Care m Egypt 

Governmental and quasi-governmental health care insurance, finance, and delivery orgamzations 
in Egypt are under pressure to meet the steadily growmg demands of the Egyptian people for 
more and better quality health care services Although portions of Egypt's populat~on suffer fiom 
diseases largely ambutable to poor public health, it is mainly the growng demands for curative 
services fiom hgher income, better educated, and aging groups of the population that are 
responsible for the strains on the Egyptian health care system The health care demands of these 
individuals stem more from chromc diseases and expectations for cure through acute, Inpatient 
and outpatient care delivered by physician specialists It is wthm t h ~ s  context that the Cost 
Recovery for Health Program must operate 

1 Project Refocus 

a Strategrc Objectwe 

As stated in the 1993 Project Paper Supplement, the overall rationale and strategic objective for 
cost recovery is to increase patients' direct payments for medical care in order to reduce direct 
governmental subsidies for these services By reducing outlays for curative care, the project 
would enable the Ministry of Health (MOH) to increase expenditures for public health programs 
The Evaluation Team finds that the current project activities extend beyond efforts to broaden 
and diversify approaches to financing personal health care services 

Given a perfect world, the Evaluation Team would recommend changing the project strategic 
objective to providing assistance to improve the operations of health insurance and health care 
provider orgmzations in order to facilitate a transition to managed care m the Egyptian health 
care system This objective would be more representative of project activities and would provide 
a better guide for directing the project However, the team recogmzes the difficulties and length 
of time involved for USAID and the MOH to make such a change in project documents at this 
late stage of the project The team also recogrues that the concept of managed care has not yet 
been accepted by the MOH as its policy, although already over half of the population are covered 
by national health insurance 

Some health services researchers have hypothesized that the cost contsunment features of 
managed care may encourage providers to wthhold care from patients In other words, patients 
may be discharged from hospitals before they are well, or physicians may not conduct a 
sufficient number of tests to render a proper diagnosis Although there have been several 
investigations to test thls hypothesis, to date there is little evidence to support a conclusion that 
patients under managed care receive lower quality care than patients in other care settings 
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For those readers who may not be acquainted with the concept of managed care and some of the 
terms that are used to describe its features, please refer to the glossary of terms included in 
Annex 7 

b Cost Recovery Through Fee-for-serv~ce Payments 

Operationally, some project resources have been directed toward obtaining governorate decrees 
that permit MOH facilities to charge patients fees-for-services Earlier in the project, there 
apparently was some resistance to granting decrees that "converted" facilities to cost recovery 
status The Evaluation Team finds that today any such reluctance seems to have totally 
disappeared The Undersecretary for Mimster's Affsurs, Dr Hassan El Kalla, reported that 
several unsolicited requests to convert MOH hospitals to cost recovery status have come from the 
governorates Other provider institutions that are not regulated by the MOH are also explonng 
cost recovery Because public officials and hospital admlnlstrators now appear to embrace the 
concept, decrees may be available for the asking There no longer is a need to "carry a banner" 
for cost recovery Furthermore, as was discussed under Component One, there is no longer a 
compell~ng need to follow the complex and costly process of converting hospitals that was 
established under Phase A If additional hospitals are to be converted to cost recovery, a much 
simpler and less costly process should suffice The Project Paper Supplement, in fact, proposed 
that USAID funds for Phase B hospitals should not involve the extensive and costly remodeling 
and large equipment purchases 

However, there is an additional reason for downplaying cost-recovery that stems from the likely 
Incentive effects of fee-for-service reimbursement in MOH facilities Revenues raised in t h s  
way are being used to increase physicians' salaries and to provide additional funds for equipment 
and improvements As intended, converted institutions now have greater independence and 
flexibility in decision malung for resource allocation, facilities management, quality control, and 
community relationships 

The site visits to Shark El Medina and Kafar El Dawar facilities produced evidence, albeit 
anecdotal, that fee-for-service reimbursement in these facilities is encouraging increased 
utilization of specialty services, particularly surgical procedures These facilities are giving 
pnority to adding diagnostic equipment and facilities to support increased provision of specialty 
services The llkely long-term effect will be for fee-for-service rembursement to stlrnulate 
increased emphasis on, and utilization of, specialty services relative to pnmary care T h s  runs 
counter to the project's stated aim of increasing MOH revenues so that additional funds could be 
made avadable for preventive health services As fee-for-service cost recovery contmues, some 
specialty servlces may be used excesswely and inappropriately Managed care replaces fee-for- 
service relrnbursement wth per case or per capita reimbursement to acheve cost-contamment 
and improve quality Long-run support for fee-for-service reimbursement IS probably 
undesirable, especially as Egypt moves to adopt managed care to contain costs and improve the 
efficiency of the health care system 
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c Sector-wide Analyses for Personal Health Care Services, Pharmaceutrcals, 
and Other Related Health Care Industries to Guide the Work of CRHP 

At the begimng of the project, USAID did not evaluate the potential impacts of cost recovery on 
the health care system as a whole or assess whether these potential impacts were compatible with 
Government of Egypt objectives for access, utilization, costs, or quality of care In addition, no 
effort was devoted to prepmng descriptive analyses of the Egyptlan health care sector to serve as 
guides or benchmarks for the project The Project has suffered as a consequence of t h s  lack of 
background information 

To correct thls situation and to prepare for future, related projects, the Evaluation Team 
recommends rednectmg some project TA resources to undertake sector-mde analyses for health 
care financing, provision of personal health care services, manufacture and distr~bution of 
pharmaceuticals, and other related health care industries These analyses should be forward 
looking They should anticipate a future reliance on managed care orgmzations to provide a 
majorlty of medical care services for Egyptians, and they should address potential impacts of 
new health care education policies for health care professionals Some of the specific types of 
studies that can be undertaken mthin the remainmg project period are discussed under 
Component Three of this report 

2 Development and Improvement of Managed Care Organizations 

a Increasing Numbers of Egyptians Have Health Care Financed and Provided 
by Health Insurance Organizatron (HIO) 

The HI0 is of strategic importance as an organization for shaping the future health care delivery 
system of Egypt HIO, through varlous health insurance programs for workers, pensioners, and 
school chldren is currently responsible for financing health care services for over 40% of the 
Egyptian population The Egypt~an People's Assembly is currently debating whether to add 
preschool chldren to the HI0 roles which, if approved, would make the HI0 responsible for the 
health care needs of over half of all Egyptians 

Compared to CCO or MOH cost recovery facilities, whch do not finance health care, the 
financing features of HI0 glve the orgmzation potentially great economic power to act as a 
vehicle for reform in the Egyptian health care sector The large number of beneficianes enrolled 
under this slngle insurance orgmzation also provides the HI0 wth  an important opportunity to 
configure health msurance benefits packages for population groups As a health care payer in its 
own facilities or in contract facilities, the HI0 can also easily momtor the utilization of services 
and costs of health care for Egyptians 

Of perhaps greater importance, however, is HIOs role as a provider of health care In carrymg 
out ~ t s  provider functions, HI0 is organized as a health maintenance orgmzation (HMO) An 
HMO is a prepaid managed care plan in whch beneficiaries receive services through a system of 
affihated hospitals, clinics, physicians, laboratories, etc An HMO provides its beneficiaries with 
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comprehensive curative and preventative benefits These are financed through prepaid capitated 
premiums and limted copayments HMOs employ utilization management and utilization 
review techniques to control utilization of services Specifically, in ambulatory care, general 
practitioners are used as gatekeepers and provide access to specialists through referrals Thls 
feature is essential in reducing unnecessary specialty and inpatient care A staff model HMO 
(Kaiser-Permanente) owns its facilities and employs its physicians directly A group model 
HMO contracts for services fiom facilities and physicians that are owned and employed by other 
orgmzations 

HI0 has bct ioned as a staff model HMO since the mid-1960s for services provided to its 
members in HI0 hospitals and clinlcs In 1992, wth  the addition of the students to the HI0 
rolls, the organization has found it necessary to contract for services from other provider 
organizations At this time, these contracts cannot be considered as managed care arrangements 
because they lack the utilization management features of delivery of services under a group 
model HMO However, there is clearly the potential for HI0 to improve its contracting 
capabilities, to use its economic power in the health care market place, and to mold ~ t s  contracts 
so that their contractees act as group model HMOs in providing services 

b The Strategrc Potentral of HI0 as Provrder to Improve Managed Care 
Capabrlrtres for Egypt 

As mdicated above, HI0 is unique in Egypt as an example of a potentially large, 
organizationally-integrated staff model HMO organization (Kaiser-Permanente) w t h  
gatekeeping and referral functions in place Unfortunately, a large portion of its beneficiaries 
consider their HI0 services to be of inferior quality and refuse to use the facilities In addition, 
HI0 has been m n g  deficits since the late 1980s in part because it is not able to control the 
utilization or costs of services Improvements in provider operations, especially in utilization 
management, utilization review, quality control, contracts monitonng, and benefits packages are 
badly needed The Evaluation Team recommends redirecting some TA resources wthin the 
CRHP project to help establish these functions w i t h  HI0 and disseminate them to other health 
care orgamzations through HI0  contracting These tasks can be completed wtlm the remaining 
years of the project 

3 Project Management 

a Project Steerrng Commrtfee or Another Hrgh-level Polrcy Forum for the 
Project 

A project steenng committee was contemplated in the 1988 Project Paper and was created, 
however, it met only m c e  early in the l~ fe  of CRHP and has not been a useful instrument to 
provide policy gcudance to the project Currently, there is no central focal point at the mmstenal 
level for collectmg, reviewng, and coordinating the policy implications of CRHP activities for 
health reform generally The Evaluation Team believes there should be a hgh-level (possibly 
ministerial) committee that serves as a focal point and clearinghouse for the activities of the 

Health Technical Serv~ces Project 65 



Mzdterm Evaluation Egypt Cost Recovery Programsfor Health Project 

CRHP that affect policies of the Ministries of Health, Finance, and Social Insurance, the public 
agencies, HI0 and CCO, and other mmstries and agencies involved wth  health care in Egypt 

b Project Officer Role 

The small slze of the project office staff, the number, size and complexity of contracts, and the 
vanety of inst~tutions and numbers of individuals Involved in CRHP are quite apparent The 
project officer holds regularly scheduled meetings wth  each Chef of Party and meets regularly 
with MOH counterparts Combined meetings of all chefs of party w th  the project officer were 
much less frequent, and the Evaluation Team noted some frustration among contractors for not 
being fully informed on all aspects of the CRHP The Evaluation Team believes that overall 
management of the project by USAID could be unproved, especially by providing more specific 
direction to contractors Currently contractor responsibilities are fragmented across project 
components and lack coordination that can only come from the Project Officer One 
consequence is the limited utilization by the contractors of the experiences and products from 
one part of the project to another, or the lack of cross-fertilization The best example of the lack 
of cross-fertilization has occurred with the development of information systems for the HIO, 
leaders of the CCO stated that they were not aware of what was happemng at the HI0 and how it 
might be applied to the CCO 

There appears to be a need for the USAID Project Officer to increase coordination of 
development, implementation, and institutionalization of the work done by the three USAID 
principle contractors Coordination could be accomplished through regularly-scheduled 
meetings of the Project Officer and all Chefs of Party of the principle contracts whle continuing 
the separate weekly meetings between the Project Officer and each Chief of Party The USAID 
Contracting Officer should attend these meetmgs at least once a month 

c Contractor Accountabrlity 

The two main documents for traclung contractor accountability are the statement of work in the 
contract and the annual implementation plans The former may be rewtten from time to time to 
reflect changes in contractor activities The latter is written annually but with quarterly updates 
The Evaluation Team is concerned about how well thls process is workmg to provide adequate 
accountability in general, and specifically with respect to the URC contract The URC contract 
is a performance-based contract but has less specificity in the statement of work than does the 
Maximus contract 

With respect to URC and contract accountability, the Evaluation Team questions whether the 
draft 1996 Annual Implementation Plan (January 3 1,1996), whch is proposed as an MOH 
document rather than a contractor document, wl l  provide USAID wth  adequate control over 
contractor activities The issue is one of the contractor's primary responsibility to USAID or to 
the Project Directorate 
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A second issue regarding the draft implementation plan arose over URC's efforts to start up 
activities under Component Two---a component not directly specified in the contract scope of 
work Because a llst of the specific projects that are belng planned was not avalable for the 
Team to revlew, it was not possible to assess the correspondence between proposed work and the 
scope of work It IS, however, the sense of the Evaluation Team that the URC Statement of 
Work should be rewritten at the same time that the 1996 Annual Implementat~on Plan is prepared 
to ensure a closer correspondence between the contract and planned work The Team also 
recommends that the URC Statement of Work be rev~ewed and revlsed at least annually, or more 
frequently if necessary, to ensure that changes ln work, undertaken to reflect changing 
clrcurnstances and conditions, are adequately defined in the contract 

Flnally, there is a concern that the draft implementation plan as lt is currently w t t e n  appears to 
consolidate authority for policy direction and management of all project components of the 
CRHP with the Project Director This consolidation, particularly as Illustrated in the 
organization chart in the implementation plan 0, 13) appears to be a reversal of previous efforts 
on the part of USAID to clarify and confine the role of the Project Director to matters concerning 
Component One 

Lastly, contractor accountability also requires that the Project Officer provide tlmely inspection, 
feedback, and acceptance of deliverables Work performed under the CCC contract was not only 
msdirected and inappropriate in some cases, it was also poorly done and relatively useless in 
other cases A number of deliverables appeared to be mainly copies of documents from U S 
professional orgmzations 
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General Project Conclusions 

GENERAL 

There is growing, if not widespread, awareness and support for health reform w t h n  the 
MOH and at the lughest levels of government 

Progress over the past seven years has been uneven and achevements have fallen short of 
expectations The project continues to be constramed by an urzlntegrated design, a 
burdensome array of deliverables, fragmented techca l  assistance, and a disjointed 
management structure 

Despite problems listed above, the CRHP has made several notable achevements The 
values of decentralized decision malung have become more clearly understood mthm the 
MOH, and expenence has been gamed in building institutional capacity through 
strengthemng management and improving the quality of medical services provided 

Working management information systems have been developed at HI0 that have 
potential application throughout the health system 

Even talung into account past weaknesses in implementation of the CRHP, dmng its 
remainmg 30 months the project can contnbute sigmficantly to system-wde health care 
reform in Egypt if its efforts and resources are refocused on the followng achevable 
objectives 

a Documenting a simplified model of cost recovery that emphasizes quality 
improvements and management strengthemng 

b Applying the MIS technology and trairung capacities developed for HI0 to a 
broader array of MOH facilities, HIO-contract facilities, and CCO facilities 

c Developing the organizational and managenal capacity of HI0 and CCO to apply 
systems improvements ~n maximvng their orgmzational potentials and 
clarifying their roles as major players in Egypt's health system 

d Build~ng a sustainable capacity wthm the MOH for directing health system 
reform by creating a forum for discussing major issues of health policy, such as 
financing alternatives, managed care, capitated payments and insurance, targeting 
governmental subsidies, and the role of the pnvate sector 
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COMPONENT ONE 

The Cost Recovery Model, as currently defined, 1s not viable and should be simplified 
Several factors cast doubt that the model can, or should be, wdely replicated It IS poorly 
defined and overly complex, the capltal needed for major facility renovations and 
equlpment purchases is not readily available, a greater emphasls on quallty management 
is needed if substantive improvements are to occur, and a streamlined, less technology- 
intensive, approach to introducing managenal improvements is needed lf the effort is to 
be sustamed with local expertwe after the C W  ends 

Phase A has not given med~cal quality assurance (MQA) sufficient emphasls Medical 
and climcal servlces are the product of health care facilltles The existlng model 
addresses the product through improving the performance of nurses, Infection control, 
renovating and equipping facilities, and medlcal quality assurance However, 
establishng a proficient MQA program has received less emphasis and a lower level of 
effort than the other elements MQA has been lnitlated in only one of the Phase A 
facilities 

To a large extent, Phase A has failed to achieve its objectives Renovations and 
equlpment have been delayed, the modules have been too numerous and complex to be 
fully implemented In any of the five pilot facillties, there has been llttle shmng of 
experience from one locale to another, implementation methodologies have been poorly 
documented, and only a couple of pilot facilities have shown even a marginal increase in 
revenues Stlll, much has been learned in Phase A that can be applied now in redefining 
the Cost Recovery Model in Phase B 

Technical assistance has been implemented institution-by-institution with little 
coordination There has been mimmal interchange among cost recovery facillties and 
little progressive learning All five pllot facil~ties have experienced different and 
incomplete implementation of cost recovery elements Equipment purchases appear to 
have been made on the basis of "wish" lists prepared by directors of each facility, rather 
than based on strategic business and utilizat~on plans 

COMPONENT TWO 

Information technology and traimng resources represent about 40% of the entire CRHP 
budget, supporting software development by three separate groups with a fourth contract 
~mrninent The HIO/Maxlmus effort provldes the most robust and complete facillty 
management system of those developed to date and could be adapted for use at the MOH 
and the CCO HI0 has already mstitut~onal~zed t r a m g  in MIS operations 

HI0 is already a major player in Egypt's health care system and is likely to become an 
even larger player in the near future HI0 now insures more than 40% of the Egyptian 
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population and discussions are now underway in the People's Assembly to add roughly 
eight million children under age five 

D COMPONENT THREE 

1 The importance of the CGC's role in expansion of pnvate sector delivery of health care is 
uncertain Much of the analysis needed to determine if and how the pnvate sector should 
be expanded is not available 

2 The transition to managed care is only begimng in Egypt and is not wdely understood 
by policy makers CRHP can play an mportant role in building the capacity for 
transition to managed care 

3 The establishment of an HMO at the SCU-FOM is not likely to be completed by the 
PACD The SCU-FOM faculty has only a limited understandmg and capacity to 
undertake this process The uversity's level of commitment has fluctuated, competition 
from other providers of health care has expanded since the HMO concept was first 
developed, and there is continuing confusion over the roles of the SCU-FOM, the group 
practice, and an HMO 

4 Expansion of the Medical Syndicate (MS) health insurance plan is neither feasible nor 
desirable under the CRHP It is doubtful that the program can be expanded and remain 
financially viable The MS has incorporated a number of managed care concepts into its 
plans and is clearly a valuable source of experience and information Additionally, as the 
professional orgamzation of physicians, the MS will be a powerful group in any 
discussions of health sector reform 

E PROJECT MANAGEMENT 

1 Contractor responsibilities are fiagmented across project components and lack 
coordinated direction from the Project Officer Responsibilities and authonties of the 
Project Officer, PD Director, and contractor chefs of party regardmg development, 
implementation, and institutional~zation of the CRHP, need clmfication 
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V. General Project Recommendations 

GENERAL 

The CRHP should continue D u n g  the r e m a m g  30 months, the project can bwld on its 
accomplishments by simplifying the Cost Recovery Model, strengthemng HI0 and CCO 
capacities, and ennchng the dialogue on policy issues and financing alternatives 

To achieve greater integration among all project components, project management should 
emphasize cross-component commu~llcation and coordination 

COMPONENT ONE 

Phase B should proceed but its objectives should be redefined so the Cost Recovery 
Model is more relevant to system-wde reform and more easily adapted to a broader array 
of MOH, HI0 and CCO facilities Phase B offers the opportuIllty for a fresh start, 
applying the lessons learned and experience gained in the Phase A facilities The 
objective of Phase B should be to document and test a more viable model of institutional 
strengthemng that can be adapted to other facilities using local resources and expertise 
This revised model should be applied and tested in a wder array of pilot facilities that are 
more representative of Egypt's public health facilities by including HIO, HIO-contract, 
and CCO institutions, as well as MOH institutions The m m u r n  requirements for 
facilities selected for Phase B should be local need and the followmg 

a The staff demonstrates commitment to cost recovery cost conkunment and 
efficient financial management, a competent MIS, MQA, and effective 
management 

b Be an HI0 facility or HI0 contract facility 

Techca l  assistance should focus on developing the capacity of Egyptians to implement 
the Cost Recovery Model 

In a simplified Cost Recovery Model, greater emphasis must be placed on medical 
quality assurance 

COMPONENT TWO 

HIO's information technology and tramng should be leveraged to CCO and MOH 
facilities T h s  can be done more quickly and at less cost than by supporting the 
development of separate systems whch share many common features USAID should 
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terminate ~ t s  planned procurement of a separate contract to develop a "state-of-the-art" 
MIS for CCO Support to CCO should be redirected to adapting HI0 information 
technologies and developing CCO's managenal capacities, CCO staff should be offered 
the opporhmty to participate in the orgmzational, financial, and quality management 
training already proposed for MOH and HI0 facilities 

USAID should support the GOE m defimg the future roles of the MOH, HIO, CCO, and 
other public and private health insurance providers in clmfymg thelr roles in the 
changing Egyptian health care system The recent amval of the URC long-term advisor 
on social financing is a welcome add~t~on to the TA team CRHP should M e r  expand 
its assistance in p l m n g  and pollcy development by commlssiomng special stuhes from 
the DDM project and by making use of information beginnmg to come from the HIO's 
MIS T h s  may require extension of resources and activities onglnally targeted for 
Components One and Thee USAID and the contractors should work together to 
integrate workplans for the coming year to facilitate the GOE policy dialogue on 
managed care 

COMPONENT THREE 

CRHP resources should be used to assess the current role of the pnvate sector and its 
potential role for delivering health care as the health sector continues to move toward 
reform URC should build upon prevlous DDM work and collaborate closely with DDM 
in completing further studies whch should include an examination of individual private 
providers, hospitals, and pharmacists Studies might include an assessment of the need 
for, and sources of credit among private providers, potential MOH and USAID leverage 
in influencing the role and growth of the private sector, current success of the CGC in 
influencmg private sector health investments, and how the CGC might play a role in 
pnvate sector health development 

Technical assistance should be directed to improving the understanding of managed care 
concepts and practices This effort should be conducted collaboratively by URC, 
Maximus and DDM staff Every effort should be made to utilize the information and 
techmcal capacities avsulable at the HIO, CCO, and Medical Syndicate 

TA provided to the SCU-FOM for development of an HMO should be lirmted to 
techmcal capacity building and information dissemmation Until the university 
demonstrates its commitment and obtains necessary legal status for the HMO, URC 
should not expand its currently limited TA The goal should be to develop a sustamable 
capacity withn the SCU-FOM to create and manage the HMO No TA or funding should 
be provided for development of additional software or for hnng muversity/HMO 
personnel 

The MS should be encouraged to share its experience relatmg to health insurance and 
managed care through seminars, conferences, tramng programs, and the provision of 
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consulting services In return, URC should assist the MS to improve its system by 
providing access to management training, software, and other materials produced for the 
HIO, CCO and MOH Given the availability of software for the MIS through the HIO, 
no TA or other support should be provided for development of software 

E PROJECT MANAGEMENT 

1 The roles, relationshps, and authorities of the Project Officer, the Project Director, and 
the contractor Chefs of Party should be clmfied Coordination could be enhanced 
through regular meetings of the Project Officer and the contractor Chefs of Party, w t h  
the USAID Contracting Officer attending some meetings on a regular schedule 

2 Sustainability and capacity buildmg should be stressed Little time remains in the project 
in which to develop the Egyptian expertise needed to sustain and advance health care 
system reforms A forum should be created where representatives of the MOH, HIO, 
CCO, CRHP, and other public and private health mstitutions can meet to study and 
discuss issues of health pol~cy, financing, and restructuring, and their relevance to Egypt 
The goal should be to develop an understanding of health policy issues and reforms at 
national, regional, and institutional levels 

Health Techn~cal Serwces Project 



Annex I 
Evaluafron Scope of Work 



EVALUATION SCOPE OF WORK 

The activity to be evaluated is the ten-year, as amended, Cost Recovery Programs for Health 
Project (CRHP), No 263-0170 The CRHP, signed m September 1988, is an umbrella project 
providing assistance to a number of public, parastatal, and pnvate orgamzations under its three 
principal components The grant, funded at a life-of-project (LOP) fundmg level of $78 5 
rmllion, supports a mde range of activities (techcal assistance, bio-medical 
equipment/comrnodities, renovation, t r m g ,  research and studies and related local costs) 
designed to broaden and diversify approaches for fmancmg personal health services in Egypt 

I1 PURPOSE OF THE EVALUATION 

The purpose of the midterm evaluation of the Cost Recovery Programs for Health Project 
(CRHP) is to assess the continuing validity of technical, adrmmstrative, social, cultural, and 
economic assumptions made in the project design, as revised d m g  the preparation of the 
Project Paper supplement, and to review progress to date Particular attention should be focused 
on the phased performance design which spells out specific objectives for use in reachtng 
decisions concemng continued next phase funding or design modifications The evaluation wrll 
also identify constraints to the achevement of project benchrnarks/indicators and support 
development of practical solutions to persistent problems affecting the pace of project 
implementation Finally, the evaluation will review the effectiveness of assistance provided 
under the numerous project funded contracts and agreements in supporting implementation of 
activities under the three project components 

I11 BACKGROUND 

A - Project Components 

In September 1988, USAID/Csuro and the Egyptian Mixustry of Health signed the $95 rmllion, 
eight-year Cost Recovery for Health Project (CRHP) The onginal Project design was 
collaboratively undertaken by USAID and the MOH between 1986 and 1988 The project goal, 
as stated in the onginal Project Paper, was "to improve the health of the Egyptian people by 
enhancmg the quality, availability, sustamability, and accessibility of health services " Whde the 
project purpose was "to establish a sound financial basis for the health sector through cost 
recovery systems " 

Component One As onginally designed, th s  component provided assistance to Implement 
policy changes and develop necessary institutional systems to convert 40 MOH hospitals and ten 
polyclinics to user-feelcost recovery systems A Project Directorate (PD) was given the mandate, 
the technical assistance and the managerial personnel to develop and Implement the conversion 
planning and implementation process for the designated facilities The Project Paper (PP) 
projected that by the Project Assistance Completion date (PACD), then set at September 30, 



1996, each facility should be generating 60% of operating costs and 80% of these facilities would 
be well on the way toward achieving self sufficiency 

Component Two The Egyptian Health Insurance Orgmzation (HIO) and Curative Care 
Organization (CCO) already operate on a cost recovery basis ' h s  component originally 
allocated an estmated $1 0 million to improve management practices and operational efficiency 
in these two orgmzations, through the provision of t echca l  assistance, tramng and computer 
equipment for design and implementation of management ifonnabon systems (MIS) 

Com~onent Three Thls component called for the provision of assistance to promote expansion 
of the pnvate health care sector by 1) Increased access to cred~t for pnvate practitioners The 
project will provlde funds for capitalization of a guarantee fund for loans provided by banks to 
pnvate health practitioners The Credit Guarantee Corporat~on (CGC) manages t h s  pnvate 
provider guarantee program, 

2) Development of prepaid group practices 

3) Improved practice management for pnvate physicians 

It was originally envisioned that approximately 14,000 physicians would be adequately 
capitalized in private, group or prepaid practices, and that this component would support 
interested groups in developing approximately 30 prepaid health care practices Also, 20 
operations research activities were scheduled to be conducted in support of the design and 
implementation of prepaid health systems and at least 4,800 health care providers were projected 
to be trained in improved management and financial practices to operate cost-effective private 
practices 

B - Proiect Initiation Delays 

Due to repetitive turn over of MOH Project Executive Directors (four in less than four years) and 
frequent reassignments of MOH oversight personnel, significant delays were expenenced in 
project start up These delays were further compounded by major differences in the perceptions 
of MOH and USAID officials concenung both the scope and defirution of a cost recovery facility 
and the implementation steps reqmred to get there Other issues began to surface after the 
lnltiation of the project, particularly a growlng recogmtion that a "realistic" work plan did not 
exist Furthermore, it became clear that the onginal PP did not clearly define the objectives 
(subpurposes) of the three components and the budget for component one did not accurately 
estimate the magmtude and costs of renovation and eqwpment Finally, planned assistance to the 
HI0 and CCO, whle proceeding relatively on schedule, was also detemned to be seriously 
under budgeted 

At a Mission Portfolio Review held in February 1992, Mission management recommended that 
project staff orgmze an internal assessment of the project to 1) review progress to date at that 
point in hme, 2) assess the weaknesses and strengths of each project component, and 3) re- 
examine the continung validity of inputs and outputs detailed in the original PP The assessment 



report, dated April 2, 1992, documented the need for revision in several sections of the PP and 
recommended changes in the scope and funding of project activities Therefore, it was 
determined that a Project Paper Supplement (PPS) would be necessary to document changes in 
the budget, revise outputs and objectives (sub-purposes) of the project, and clmfy the complex 
systems and institutional changes required to acheve these objectives Accordingly, a Project 
Paper Supplement was prepared and approved by the Mission in August 1993 

C - Revised Project Goal, Purpose. and Component Sub~umoses 
The Revised Prolect Goal To enhance the quality, sustamability, accessibility, and affordability 
of health services for the Egyptian people 

The Revised Proiect Pumose To broaden and diversify approaches for financmg personal health 
services 

Component Subpurposes A subpurpose for each of the components has been identified whch 
wdl feed into and support the achievement of the overall revised project purpose 

1) Component One - Will seek to develop and test cost recovery systems m a mmmum of five 
pilot MOH facilities as a model for cbuntry-wide application In the DOP/MOH, a system will 
be established to track public sector curative and preventive health expenditures 

2) Component Two - Will seek to improve the efficiency, utilization, and management 
practices of two organizations currently using cost recovery mecharusms HI0 and CCO 

3) Component Three - Will seek to expand private sector financing of individual and group 
practices and develop alternative prepaid and managed care models 

IV SCOPE OF WORK 

The contractor, under the USAIDN, Health Technical Services Project, wrll field a five-person 
evaluation team for a five week period during January-February 1996 to evaluate progress in 
achevement of the project's objectives, as revised under the August, 1993 PP Supplement, 
identify any strengths and weaknesses in project implementation, identify any major institutional 
andlor policy changes whrch would have implicat~ons for project design, and make 
recommendations concemng project revision or amendment In addition to reviewng the 
progress realized to date under each of the three project components, the evaluators m11 address 
the followmg more general issues 

* The August 1993 PP Supplement sigmficantly reduced the magmtude of end of project 
status (EOPS) outcomes under Components One and Three Given the contmuing delays 
experienced in project implementation and contractmg, is it still realistic to assume the 
achievement of these EOPS or were project design staff overly conservative in then- 
estimates, and should more ambitious EOPS targets be set? 



* Mission strategy in both the health and family planrung sectors calls for Increased 
targeting of assistance resources to underserved governorates in Upper Egypt Should 
similar efforts be made in programming the remaimg resources under the CRHP? 

* Life of project (LOP) fbnding for the project was sigmficantly reduced under the PP 
Supplement, resulting in an extremely skewed techca l  assistance (TA) to local cost 
ratio Given the continuing delays in contracting and mobilivng these TA resources 
followng the approval of the PP Supplement and the hgh  technology transfer and 
mst~tutional strengthenmg nature of the planned assistance, are currently programmed 
resources, both TA and local costs, adequate to aclueve the more lmted  objecttves called 
for in the PP Supplement7 

* Given the hghly fragmented approach adopted in contracting reqwred TA support and 
the ineffectiveness of the near dormant project steenng committee, to what extent has 
cross-component coordination been assured and what corrective action might be 
undertaken to improve this process? 

* Is the project, as conceived, likely to affect financing of curative care? Is there a more 
cost-effective, acceptable way to acheve the project goal and purpose? 

* In general, how have project inputs contributed to improvements, both actual and 
perceived, in the overall quality of patient care services in the pilot facilities, CCO, HI0 
and the Egyptlan health sector as a whole7 

While addressing the above concerns, the Evaluation Team shall review the implementation 
status and progress of each project component and related sub-activities/programs of the 
concerned implementing agencies The Team will respond to the followmg questions for each of 
these implementing agencies In the final report, to be prepared by the contractor, the evaluators 
shall clearly provide their findings regarding each of the general questions listed above, as well 
as the more specific questions relating to the specific implementing agencies as follows, along 
wth  their conclusions and recommendations 

A Imulementiniz A~encies/Assistance Activities 

COMPONENT ONE 

1) Ministry of Health (MOH), Project D~rectorate (PD) The MOH has established a Project 
Directorate and charged t h s  u t  with overall responsibility for the coordination of analysis, 
system development, implementation and trainmg support associated wth the conversion of 
MOH facilities to cost recovery The PD is also charged wth  assutvlg coordination and 
collaboration between the vmous implementing agencies, the sharmg of expertise, and the 
dissemination of information and implementation materials developed under the project 



The PD has received techcal  assistance from a number of Mission-direct and centrally-funded 
contracts, including a) Abt Associates, under the Health Financing & Sustamability (HFS) 
Project, b) the Academy for Educational Development, under the HEALTHCOM Project, c) 
Cambndge Consultmg Corporation (CCC), under a mission-direct contract, d) Umversity 
Research Corporation, under the Quality Assurance Project (QAP), and e) a number of Mission 
purchase orders and PSCs Also, a Mission dlrect Pnme Contract was recently awarded to URC 
to provide a wde range of techcal  assistance support to each of the three project components 

The evaluators shall address the followng questions in revlewmg progress of the MOWPD and 
pilot hospitals/polychmcs m acheving Component One objectives 

* Does legislation issued govermng implementation of cost recovery in the pilot facilities 
provide adequate delegations, authority, and flexibility to enable effective 
implementation of cost recovery programs in these facilities? 

* Has the MOH provided, in adequate quantities, the agreed upon staff, facilities, and 
other counterpart resources to enable effective management and implementation of the 
project? 

* Has the MOH effectively cornmumcated the objectives of the project to staff wthm 
the PD and other concerned MOH departments at the central level, governorate health 
department and pilot facilities personnel, and the cornmumties served? 

* Have the required analyses, management and clinlcal operation system development 
and implementation, and related traimng activities comprising the proposed cost recovery 
(CR) facility conversion model been c m e d  out in the pilot facilities? 

* Given the composition of the CR facility conversion model, do the mdicators for 
success, identified in the Project Paper, as amended, continue to be valid and effective 
measures against whlch to morutor and assess pilot facility progress in implementing cost 
recovery and overall progress toward achevement of facility self sufficiency? What 
alternative or additional measure might the USAID and the MOH wsh to consider? 

* Have phase (A) pilot facilities progressed in implementing cost recovery systems in 
their facilities and achieving identified success criteria? 

* Have project-financed facility renovation, biomedical equipment, and start-up funding 
support contributed to successful implementation of cost recovery in the pilot facilities? 

* Has the Project Directorate (PD) demonstrated the ability to identify requirements and 
effectwely coordinate the programming and delivery of the necessary assistance to the 
pilot facilities? 

* Have the techcal  assistance needs of the MOHPD and the pilot facilities been 
effectively addressed? 



* Has assistance provided under the project enhanced the capacity of the PD, and/or other 
concerned MOH departments to carry out required analyses and modifyldesigrd 
implement management and related clinical operating systems to replicate CR facility 
conversion activities m other MOH facilities? 

* What is the likelihood that the MOH will be in a position to promote/replicate the CR 
process m the future, especially after the CRHP ends? 

* What 1s the actual and potentlal effect of CR on the utilization of MOH facil~ties by the 
poorer members of society? 

2) Directorate of Planning POP), MOH The Directorate of Planrung is charged w t h  
carrymg out a senes of analyses and data collection activities that w11 both assist in establishng 
baselme data in key project monitoring areas and enable preparation of necessary bnefing 
materials and decision memoranda to support adoption of policy reform measures required for 
successful implementation of planned cost recovery activities The DOP is implementing these 
activities in collaboration with Harvard University under an add-on to the Data for Decision 
Malung (DDM) Project Evaluators should address the followng questions 

* To what extent have ongoing data collection and analysis activities, and/or preliminary 
findings emanating from these efforts, assisted in clarifying MOH policy and institutional 
reform pnorities and built increased awareness of and support for action on these 
priorities both within and outside the MOH? 

* Have required baseline data sets for public and pnvate sector allocations, and 
expenditures for health care been established for key EOPS outcome measures, plans, or 
systems, whch were developed to enable assessment of project impact on these data? 

* Have DOP staff been tramed and systems/methodologies developed to enable the 
MOH, in the absence of outside techcal  assistance, to periodically update and track 
changes m these data sets? 

COMPONENT TWO 

1) Health Insurance Organization (HIO) The Health Insurance Organmition is the primary 
Egyptian agency charged wth  the management of GOE social finance for health care services 
The current beneficiary groups include Egyptian employees, pensioners, and retirees, widowers, 
and school-age chldren, representing approximately 24 million potential enrollees HI0 is 
currently attempting to automate and improve ~ t s  management and reporting systems, and to 
lrnprove both the quality and financial viability of health services provided to covered 
beneficiaries The project is providing ongoing technical assistance to HIO, initially in 
collaboration w t h  the Cambadge Consulting Corporation (CCC) and currently w t h  
MAXIMUS, and to a lesser extent, URC and Harvard Univers~ty Evaluators shall address the 
followng questions 



* How appropriate are the software applications modules that Maximus is developmg to 
the needs of the HIO, considering recent changes in HIO's beneficiary population, size 
and utilization of contracted services? Are there specific applications not currently 
envisioned of greater managerial valuelpnonty? 

* How well qualified is the HI0 to review the techmcal aspects of Maximus' system and 
applications developments? 

* How well prepared will the HI0 be to assume financial responsibility for the continuing 
support requirements of the MIS, particularly m the areas of computer system supplies, 
telecommu~llcations costs, and equipment maintenance? 

* How well prepared wl l  the HI0 be to utilize the information generated for decision 
malung by the proposed MIS? 

* How technically well prepared wl l  the HI0 be to sustain and continue the 
development, expansion, and functiomng of the MIS when Maximus concludes its work? 

* Is the pace of development and roll out of the system adequate to have a fully 
functiomng MIS in place at the end of the Maximus contract? 

* Is the HI0 adequately fulfilling its responsibilities to enable Maximus to function in an 
efficient manner? 

2) Cawo Care Organlzat~on (CCO) The Cairo Curative Care Orgamzation is a 12 hospital 
parastatal health service delivery organization located in the Greater Caro area The CCO 
operates on a cost recovery basis and has focused considerable attention on improving 
management and service quality in each of its facilities The project provides support to further 
CCO efforts in this regard through the installation of a hospital management information system 
(HMIS) in the CCO headquarters and three pilot hospitals To date, support has been provided 
under a host country contract with Blrch & Davis Inc (BDI), and its Egyptian affiliate, Data 
Processing Services @PS) This support has focussed on completion of a senes of pre-HMIS 
implementation activities As of December 1995, procurement of the Mission direct TA contract 
for the implementation of the CCO HMIS is still underway 

* To what extent has pre-HMIS implementation support provided to date to the CCO 
Increased the receptivity and capacity of CCO staff to automated management systems, in 
general, and the proposed HMIS m particular? 

* Do the prototype management systems developed by the CCO have applicability for 
MOH, HIO, or other implementmg agency facilities of similar function 7 How might 
these systems be more effectively exploited? 

* Has preimplementation support been effective in strengthemng CCO in-house MIS 
department and staff capabilities? 



* How effective was CCO tramng support to the MOH in the area of nursing care? Are 
there other areas where CCO expertise and tramng capacity could be exploited to 
enhance capacity of PD or pilot facility staff3 

COMPONENT THREE 

1) Credlt Guarantee Corporation (CGC) The CGC Phys~cian Provider Loan Program was 
capitalized in 1991 wth fimding provlded under the project Over the penod of 199 1-93, CGC 
received techca l  assistance for the implementation of h s  program from a locally-contracted 
economist, Dr Medhat Hassanein A bnef assessment of the program was conducted m January 
1995, by John Porges under a buy-in to the FSDP I1 contract wth KPMG Peat M m c k  

2) Suez Canal Un~vers~ty (SCU) The Suez Canal Umversity Medical School cmculum 
focuses on family practice The Faculty of Medicine at SCU also operates one of the most 
successful group practices in Egypt Glven h s  success and their general "avant garde" policy, 
SCU has requested USAID support to establish an HMO The project has to date financed 
support, under the Misslon dlrect contract wth  CCC, for a feasibility study of the proposed 
HMO URC w11 provide SCU wth required ongoing support for thls effort under the recently 
awarded prime contract 

3) Medlcal Synd~cate (MS) - The Medical Syndicate Health Insurance Plan is the most 
successfid private insurance program m Egypt The MS IS currently considering plans to expand 
thls plan to other professional associations or groups The Mission has provided support for a 
feasibility study of this proposal through a TDY by a USAID officer and a PSC consultant URC 
will provide further TA in thls area 

* Are current EOPS targets for private sector service expansion and new servlce delivery 
models achevable, given earlier delays in project implementation and contracting of TA 
resources7 

* To what extent have CGC loan guarantees issued to date contributed to the achevement 
of these EOPS targets7 

* How successful has the program been m attracting female loan reclplents? How can 
performance m this area be 1mproved7 

* Has the availablllty of the CGC guarantee program resulted m Increased wllmgness of 
commercial banks to extend credit to health providers? 

* Are the recently negotiated performance-based provisions of the CGC agreement likely 
to increase the scope, number, and appropriateness of CGC guarantees? 

* Are the activities envisioned to date likely to produce the type of replicable 
systems/models that wl l  create the deslred multiplier effect on the expansion of cost- 
effective pnvate sector service provider and financing mechanisms7 If not, what options 



are available to the project to address t h s  problem, given the constraints of tune (PACD) 
and resources? 

V METHODS AND PROCEDURES 

The evaluation w11 be conducted in Cmo, followng complebon of lmted  preparation work and 
team plantllng activities in Washgton The total projected time for the team leader is 24 days 
m Caro and ten worlung days pre- and post-assignment m Washmgton, D C The actual number 
of days programmed for the remamng team members w11 be based on their assigned roles and 
responsibilities and actual availability 

The first phase w l l  consist of a review of documents and a three-day team planrung meeting m 
Washington A list of crucial matenals is included as Attachment 3 to t h ~ s  SOW The team w l l  
be briefed by the USAID Project team in Cairo upon m v a l  The bnefing wl l  focus on 
"component and implementmg agency profiles," whch mclude information on the purpose and 
goal of the subcomponents, inputs and outputs, progress to date, and implementation issues 
W~thm the first week In country, the team w ~ l l  subm~t a workplan which describes the roles 
and responslb~l~t~es of each team member, outlmes the methodology to be used, and 
~ncludes a detaded outhne and suggested table of contents for the evaluabon report 

D m g  the in-country phase of the evaluation, for which the entire team w11 be present for the 
bulk of the time, the team w11 conduct site visits and hold discussions w t h  key USAID staff, 
GOE counterparts and the pr~vate sector, data analysis, and complete drafting of the preliminary 
report 

The team will be authorized a six-day work week during th s  penod During h s  phase the 
evaluation team shall 

A Complete the review and analysis of the remaimng relevant documents listed in 
Attachment 3 

B Conduct interviews with key GOE, pnvate sector, and USAID officials including, but not 
limited to officials from 1) the Health Insurance Orgmzation (HIO), 2) the Mimstry of 
Health (MOH), 3) the Curative Care Orgaruzation (CCO), 4) pilot facilities and 
Governorate level Health Directorates, 5) the Medical Syndicate and Suez Canal 
Umversity, and 6) the USAID Project team 

C Make field trips to project sites m Alexandria, Isma~lia, and implementmg agency sites in 
the Cairo area The schedule and sequencmg of these visits shall be decided in 
conjunction w t h  USAID and GOE officials after the team has armed in Egypt 

D Prepare an evaluation report based on the analysis of information obtained through tasks 
A-C above 



At the end of the fourth week, the evaluation team will present thew major findmgs and 
recommendatlons to USAID The evaluat~on team shall prepare and dlstnbute two days 
prlor to the debnefing, a matrur of summarmng findmgs, conclusions, and 
recommendatlons Prior to departure, the team shall submit to USAID 10 copies of the entire 
drafl final report whch shall incorporate comments fiom the debnefing Withm 30 days, USAID 
will review the draft and send comments to the contractor W~thln srx weeks after recelvmg 
USAID comments, the contractor shall prepare the final report and forward 30 coples to 
the Dlrector of the Office of Health 

The contractor shall advise USAID if they plan to bnng in computers or related electromc 
equipment at least two weeks in advance of m v a l  at post, as advance approval must be 
obtaned fiom the GOE to Import these items 

VI TEAM COMPOSITION 

The team will consist of five external evaluators vvlth the following expertise 

A Team Leader - a semor Health Management Specialist with strong background in health 
program management and, in particular, in developing countries The team leader will be 
responsible for supervising the other team members and will specifically focus on the 
coordination, project management, marketing and information dissemination tasks of the 
evaluation 

B) Senior Health Policy/Plamng Advisor - Ths  team member wll  have at least five years 
health care experience wth  expertise in health policy planrung, formulation, analysis and reform 
work, and related health financing consulting in international settings 

C) MIS Specialist - This team member will be a senior systems analyst and will have at least 
five years of hospital MIS expenence wth  expertise in assessment, design, implementation, and 
evaluation of MIS systems 

D) Health Hospitalhlealth Systems Management Specialist - Will be a Health andor Hospital 
manager with at least five years of experience in health systems management, health care 
financing, insurance plan development, andor management/financing of social insurance 
programs 

E) Climcal Care Specialist - This team member wrll be a physician wth  extensive experience in 
the development and/or management of hospital quality assurance, medical/professional 
standards review, and related clinical care operating systems 



VII FUNDING 

Consultants participating in the evaluation wdl be funded from Project 263-0170 funds 

VIII REPORTING REQUIREMENTS 

Upon the team's m v a l  in country, USAID Office of Health staff and the USAID Evaluation 
Officer will bnef the team on specific reporting requirements The format of the draft and final 
wntten report shall contam the following sections 

- Evaluation Summary (3 pp single-spaced) 
- Statement of conclusions and recommendations keyed to the questions in the scope of 

work 
- Body of the report whch should provide findings and analysis on whch the conclusions 

and recommendations are based 
- Appendices 

(a) Evaluation SOW 
(b) Overall project and subproject logical frameworks, with a bnef summary of status 
(c) Description of methodology 
(d) Bibliography of documents consulted 
(e) Persons interviewed 
(f) Other details on special topics 
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Logrcal Framework 



ANNEX A 
LOGICAL FRAMEWORK 

1 NAKKA'IIYE SUMMARY 
1 11 PROJECT GOAL 

To  enhance the qualrty sustarnabrlrty 
accessrbrlrty and affordabrlrty of health 
servlces for the Cgyptlan people 

I'RO rrer r u R r o s r  

l o  broaden dnd drvemfy approaches for 
flnanclng penondl health semces tn 
E b ~ t  

COMPONENT ONE SUB 
PURPOSE. To develop and 
test cost recovery systems In 
M011 fac~lltres as a model for 
country wde applrcat~on 

COMPONENT TWO SUB 
I'URPOSE I o rmprow the 
management effrc~ency and 
utrlrzatlon of exrsllng cosl 
recovery organrzatrons 

COMPONENT THREE SUB 
PURPOSC To expand pnvate 
sector financtng of tndmdual 
group and pre pard care 

A. LOGICAL FRAMEWORK 

-- 

MEASURES O F  ACHIEVEMENT 

+Progresswe Increase m Me expectancy 

+Decrease In rnfant and under-frve 
mortalrty 

+Increase In percentage of GOE Health 
Sector budget allocated for preventrve 
publrc health care actlwtles 

-- - -- 

FND O F  PROJLCr STATUS 

+Increased proportton of total health care 
expendrtures frnanced by prrvate sector 
payments 

tFacrl~tres wII be covering 100% of non 
personnel operating costs 80% of 
equipment deprecratron and 30% of 
burldrng deprecratron from prrvate sector 
payments 

+Improved cost effecttve semces belng 
provrded to 20 mrllton people through 
1410 and CCO facrlrt~es 

6100 000 addrttonal people usrng pnvate 
sector prepard health care servlces 

MEANS O F  VERIFICATION 

4GOE stattsttcs 

+Project reports 
+GOC statrstrcs 

+GOE frnancral records 
+Cost Recovery facrhty reports 

+ H I 0  and CCO frnancral records 
el110 and CCO MIS reports 

+CGC reports 
+Project reports 
+Project evaluatton 

IMPORTANT ASSUMPTIONS 

+Dtsease spec~fic technologm rematn 
effectwe 
+Cost recovery remarns a top GOE 
strategy 
eMOH wI1 shrft pnontles to preventlve 
publ~c health acttwtres 
+Current economrc growth and income 
drstnbutron marntamed 
+Role of the pnvate sector In the 
Egyptran economy wl l  conttnue to 
expand 
+Populatron programs will receive top 
level support 

stabrltty marntarned 

eEgyptrans wll contlnue to uttlrze cost 
recovery GOE facrlrtres for quality 
curatrve/health care 
+Private sector health care prowders can 
not fully meet health care needs 
+Egyptrans wll progressrvely use pnvate 
health sector as source of qual~ty care 
+Reasonable profit poss~b~ltt~es,  tncludlng 
managed health care schemes exrst for 
pnvate health care providers wlthtn the 
economy 



ANNEX A 
LOGICAL FRAMEWORK 

NARRATIVE SUMMARY 

OUTPUT5 

I COMPONENT ONb 

+Demonstratron of successful cost 
recovery operations 

I/ tTechnlcal and management capabtltty in 
place w~thtn the M o l l  to repl~cate cost 
recovery model to other health facilrties 

+A system establrshed in the MOH 
Planntng Directorate to track publ~c 
sector curattve and preventwe health 
expendttures 

+ M I 6  instdllcd and bcrng utrltzed at i l l 0  
and CCO for tmproved management 
admln~strat~ve, hnanctal and marketing 

+Cost contatnment and system efflctency 
leadmg to expanded coverage by both 
1110 dnd CCO 

II +An rmpravcd iommcrcral banhtng sylent 
to provrdc Irnancldl serwces to hedlth car6 
pro\ ldcn 

+Increased number of new or expandtng 
prrvatc sector health care provrdcn 
p ~ r t ~ ~ u l d r l y  In rurdl areas and seconddry 
crt1c\ 

+VI ~lxltty of new or evpanded practtces 

+New pnvatc managed health care 
systems (I c f IMO Irhe schemes) 

VCRIrlABLE INDICAl ORS 
- - - -- - -- 

MAGNITUDE O F  OUTPUTS 

+A mtntmum of 4 MOI-I hosprtals and 1 
MOI i polyclrn~c converted to cost recovery 
operattons 

+ C M P  Dtrectorate staffed w t h  MOH 
personnel experienced rn cost recovery 

+Informatton available to MOH decrsron 
makers 

+MISS tnstalled reports berng generated 
and utilrzed for dectslon mahmg 

+25 70 increase In utilrzatton of H I 0  and 
CCO facilrtres 

+ 10 conimercral hdnl.5 actrvcly 
partrcrpdirnb 

45 000 loans to new o r  expandtng private 
sector health care prowders 

+lndtcated by a default rate of no more 
than 10% 

+2 new systems 

MEANS O F  VERIFICATION 

+GOE records 
+!we ws~t  reports 
+Project evaluatton 

+I110 & CCO records 
4Srte wsrt reports 
+Project evaluatton 

+CGC records 
+Srte wslt reports 
+Project cvaluatron 
+Organt~dtcon records 

IMPORTANT ASSUMPTIONS 

+GOE lssucs necessary decrees lo 
support cost recovery 

+CRHP Drrectoratc records 
+Project evaluatton 

+ H I 0  and CCO can retatn tra~ned 
personnel 

+Commercral bankrng sector contlnucs to 
serve health care prowders 

+Private physlctans continue to be good 
credtt nsks 

+GOE conttnues support of pnvatc 



1) NARRATIVE SUMMARY 
--- 

INPUT 

COMPONENT ONE 
Technrcal Ass~stance 
Commod~t~es 
Renovat~ons 
Trarnrng 
Local Costs 

COMPONENT TWO 
Tcchnrcal Assrstance 
(w/cornmod~t~es & tramrng) 
Local Costs 

COMPONENT THREE 
Techn~cal Ass~stance & Tramng 
Local Costs 

VERIFIABLE INDICATORS MEANS O r  VERIFICATION 

+Frnanc~al drsbursernent records 

ANNEX A 
LOG1 CAL FRAMEWORK 

IMPORTANT ASSUMPTIONS 
- 

tGOE contmues to support publrc and 
pnvate health sector development 
+Tcchnsal asststance, training, 
cqulpment, and resource levels can 
Improve effectrveness of the health sector 
+Inputs wll be provlded on a trrnely basrs 
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CONTRACTOR AMOUNT COMMITTED /$ 
AMOUNT DISBURSED/$ 

CCClHlO 
DIRICONTRACT 

M HASSANEINICGC 
DlRlCONTRACT 

ABT ASSOCIATES 
(BUY-IN) 
HF&SP 

BDI (Su b-Contractor) 
PDS 
HC CONTRACT FOR 
CCO 

AED (HEALTHCOM II) 
PARTNER 
PORTERINOVEL 

CONTRACT 
PERIOD 

Beg~nlEnd 

1 013 1 I89 
0713 1 194 

MAJOR 
RESPONSIBILITIES 

Enhance the funct~onal& techn~cal performance of the computer syst, In Alex, re- 
tuning the database mngt syst, software changes, clean-up of data problems to 
ach~eve data ~ntegr~ty Draftmg the RFP for the Prime, and part~c~pate in evaluat~on 
and contract negot~at~ons Evaluate manual SMlP & tram HI0 Phys~c~ans & 
nurses, and ass~st In HI0 strateg~c plannmg process 

Senlor Bankmg Adv~sor Ass~st CGC Board of D~rs, CGC management and 
part~c~pating banks to effect~vely implement the CRHPlguarantee program Define 
policy, undertake tra~ning and program promot~on 

Short Term TA to ass~st MOH develop its PD and selected bas~c systs, tools & 
understandmg of hlth care f~nanc~ng, CR systems and pro] mgt Developed fac~l~ty 
standards, conversion plans TA , Equ~pment, A&E, Tng, and Busmess plans 
Economic Analysis, developing cost info for use by the MOH and comparing pricing 
pol~cies of CCO w~th MOH hosps Surveys included cost survey, plus household, 
patient, and alternat~ve prov~der surveys In the Embaba area Ass~sted USAlD In 
the redesign effort, undertakmg the required analyses 

Develop RFP for PrrmelCCO Develop RFP for Pr~me and ass~st rn evaluat~on 
Design and Develop 2 appl~cat~on system and tram system users Develop 
procedure manuals for financ~al and admm systems Tram counterparts In 
evaluat~on mechan~sm, automated project account~ng and aspects of administrat~on 
and project mgt 

Marketing Mgt In senes of trng workshops 
- Marketing review & or~entat~on 
- Strateg~c Plann~ng & Marketing Plan 
- Develop a commun~cat~on strategy 
- Des~gn & evaluate communication & marketing programs 
- Assist in Survey Research act~vit~es 



CCCIPD 
DlRlCONTRACT 

MAXIMUS 
Subcontractor) 
CHEMONIX 
ARAB SOFT 
PRIME HI0 

CHS 
(QUALITY 
ASSURANCE Project) 
ADD-ON 

HARVARD 
UNIVERSITY 
DDM Project 
ADD-ON 

CCCIPD 
TA includes equrpment procurement, training needs assessment & implementation, 
hospital governance, administration & financial management, project planning, 
personnel mgt system MIS development Health care Social Finance Conference, 
MIS development and Insurance plans Thrs 8(A) TA bridges between Abt buy-In 
and the Prime TA 

Max~mum 
Designing and rmplementing an automated MIS for HI0 Deliver TA, training, 
computer, software & hardware including commun~cations, and physical site 
preparation The detail deslgn of modules, implementing applrcations, supervising 
the system development process, monrtoring progress & systems performance, 
maintainrng the system and transferring operational responsibility to HI0 The 
preferred design utilized consists of branch centralization with a mini-computer 
located in each of the 8 branches connected vla telecommunication facrlitles to the 
polyclinics 
A more recently added responsibilrty is the reengineering of the organizational 
structure of the HI0 Headquarters 

1,233,900 
919,391 

(Awaiting AOC Brllmg) 

QA Assess current srtuation, develop purpose & vision for a QA Program - Develop 
a QA Plang and implementation timetable 
- Settmg & communrcatmg standards 
- Develop methods for Monitoring performance 
- Problem rdentificatron & solution 
- Trainrng in QA basic & advanced skills and Q rmprovement activrties 
- Capacity building thru ST, PT & T 0 T & facilitation 
- Natronal Conference on QA 

1,870,593 
+ 441.495 
2,312,088 

(Disburs - 0 - ) 

Harvard U 
DDM Proj 
- Collection & analysis of data essent~al for hlth sector planning & reform 
- instrtutional development & capacity building in the MOHlDrrector of Planning for 
data collection, analysis, trmely dissemination for use by decision makers 
Specrfically 
1 National Hlth Accounts 
2 Budget Track~ng System 
3 Natronal Household Hlth & Provider Surveys 
5 Cost Effectiveness Analys~s for Prrority Settmgs 



- -- --- 

URC Subcontractors 
BDI 
WHlC 
TEAM MlSR 
PROJECT HOPE 
PRIMEIMOH, and 
CGC 
SUEZ CANAL 
UNIVERSITY 
MEDICAL SYNDICATE 

I 

PSC RICHARD 
AINSWORTH 
CRHP Coordmator - 
Proj Funded(AI1 
Components) 

FSN PSCs 
Non-Project Funded Dr 
Sameh El Gayar, FSN 
12 Mona Bawab FSN 9 
Sherry Labrb FSN 6 

Non-PSCs Project Funded 

Dr Nrhal Hafez 63,739 
(PDIMOH & HIO) 32, 165 I 
Mossad lskandar 28,186 
(PDIMOH) 28,186 

Abdel Gawad All 
(PDIMOH) 

- - - -  

Malak Kamal (PDIMOH) 

Eng M Fawzy 
(PDIMOH) 

- - - - -  

URC 
Mgt & Admrn System in CR facrlrties, an Strengthen PD skrlls to plan, implement & 
evaluate CR conversron plans 
Explore alternatrve socral financrng systems, and 
Promote prrvate sector rnrtratrves 
MIS trg for all components 
Collaborafion & Coordrnation , Informatron Drssemrnat~on 

D~rectly responsrble for HIO, CGC, and PD actrvrtres and coordrnates overall CRHP 
actrvrtles, des~gns and assemble charts AIP gurdelrnes and PIL requrrements 

0711 619 1 MIS Specralrst and Technrcal Deputy Drrector, prepares AIPs, documents for 
0711 4196 Quarterly Rev~ews, briefings and Steerrng Committee Meetrngs 

I0127190 PDlF~nancral Analyst Manager 
I0126192 

10127190 Adm~nrstrat~ve Assrstant to Project D~rector 
I0126190 

05109192 Adm~nrstratwe Assrstant replacement 
05108193 

07/24/95 Manages and supervrses facilrty renovat~ons actrvitres under Component One 
07123197 



Eng M Youn~s (HIO) 

14 BOSTON UNIVERSITY 68,834 
MANAG TRAINING 68,834 
FOR (PDIMOH) 

15 JOHNSNOW 166,502 
ADD-ON 25,136 
TRG INITIATIVES 
PROG 
for COMPONENT 3 
Dprlu Fac~l~t~es 

16 KPMG P MARWICK 24,522 
FSOP II Project 20,803 
(John Porges) for CGC 

EXECUTIVE RESOUR 
ASSOC 
BUY-IN TO IRMNV 

18 1 PURCHASE ORDERS 

MIS Specral~st 

Tralnrng conducted ~n-country for PD and fac~l~ty D~rectors and Deputy D~rectors 

Two case stud~es on a Mosque Cl~n~c and SCU Group Pract~ce In Ismallla 
Governorate 

Assess CGC leveraglng mechan~sms and management Issues related to operatmg 
expenses 

2 Strategic Plann~ng Workshops In Info Tech (IT) for CCO and HI0 to develop the~r 
object~veslgoals, strateg~es and busrness plannmg 

a) ROBERT EMREY 

b) 

SUZAN TAYLOR 
F~rm F~xed Rate, P 0 
SIX Weeks 

EDWARD RlZZO 
F~rm F~xed Rate, P 0 
SIX Weeks 

06/01 189 
06130189 

0611 7189 
08/03/89 

Develop MGT Standards Handbook Organ~ze a Task Force to beg~n standards 
development Conduct Survey of Health Care MGT Standards uslng the PPRGS 
based on US pract~ces 

Organlzatlonal structure of PD, functional activ~t~es, job descr~pt~ons of key staff 
Strateg~c plannmg, MGT development and ~nst~tutlonal assessment 

ROBERTTAYLOR 
F~rm F~xed Rate, P 0 

13,370 
13,370 

08103189 

02/21 192 
0111 5195 

Create and orlent faclllt~es select~on task force 
Management standards (PPRG's) that are crit~cal and manageable 
HI0 and CCO assessment approach and base data requrred 

Draft RFP and develop S-T and L-T TA requirements for MGT/TA to component 
IIMOH, to be ~n place by m~d-1990 



COMMODITIESIPROCUREMENT 

AMERICAN OVERSEAS 1 3.861 1 04112190 1 Pnnted Matenals for CCO 
BOOK 1 3,861 I 11130190 j 

I 

CCO UCOM 50,469 0313 1192 Computer Equipment for CCO 
50,469 06130192 

CCCIMOH 5,982,732 0411 6193 Blomedlcal Equipment for Kafr El Dawar Polycl~n~c, Qantara Gharb Hospital, Shark El- 
CCC as PSA w~th BUCOM 5,982,732 05131195 Madtna Hosp , May 15th Hosp , and Embaba Hosp~tal 

Xerox 23,91 8 1211 9191 Xerox machlne for CCOI 
for CCO 23.918 0313 1/92 

COMPURENT & SERV 84,414 
CO 84,414 
for CCO UCOM 

HAZEM HASSAN 

IQC w~th 
ENVIRONMENTAL 
QUALITY 
INTERNATIONAL 
EQI FOR CGC 

IQC w~th FARlD 
MANSOUR 

DELIVERY ORDER FOR 
TVT ASSOCIATES 
(HTSP) 

Cooperative Agreement 
Wlth CCO 

TOTAL 

11116189 I Flnanclal Assessment of CRHP Implementmg Agenctes MOH, HIO, and CCO 
0410 1190 

07101190 Flnanctal Assessment of CGC 
0911 0190 

1013 1194 F~nanctal Assessment of Medlcal Synd~cate 
1211 6194 

0 1104196 Mld-Term External Evaluat~on of All CRHP Components 
0411 9196 

01101191 
06130194 

BALANCE 10,885,929 
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A U S Agency for Internat~onal Development (USAID) Documents 

AID COST RECOVERY PROGRAMS FOR HEALTH, FIRST PROJECT PAPER 
SUPPLEMENT AID, Washngton, DC October 13,1993 

AID FOURTH AMENDMENT TO GRANT AGREEMENT BETWEEN THE ARAB 
REPUBLIC OF EGYPT AND THE UNITED STATES OF AMERICA FOR COST 
RECOVERY FOR HEALTH AID Project No 263-0170 US Economic Assistance Program in 
Egypt September 29,1993 

AID PROJECT PAPER, EGYPT COST RECOVERY PROGRAMS FOR HEALTH (263- 
01 70) AID, Washmgton, DC October 20, 1988 

Ponas~k, D S , Hildebrand, S , Tanamly, M , Eicher, L, and Rdey, D Rev~ew of Cost Recovery 
Project USAID, Egypt March, 1992 

B Cost Recovery for Health Project (CRHP) Documents 

CRHP Infection Control Ser~es Hosp~tal Departments, Infection Control Strategies URC, 
Egypt, 1995 

CRHP Infection Control Series Microorgmsms URC, Egypt, 1995 

CRHP Infect~on Control Series Program Orgamzation URC, Egypt, 1995 

Comgan, JM, & Rogers, LS Comparative Performance Measurement for Health Plans, 
"Reference Article" The First National Conference on Quality m Health Care, Cairo, Egypt, 26- 
28 September, 1995 CRHPMOH, 1995 

Donabedian, Avedis Elements of Quality Assurance in Health Care, Materials for a Lecture The 
First National Conference on Quality in Health Care, Csuro, Egypt, 26-28 September, 1995 
CRHP/MOH, 1995 

Eltigw, EE, & Malunen, M Beneficiary Analysis of Five CRHP Fac~lities 15 May, El Kantara, 
Shark El Medma, Embaba Hosp~tals and Kafr El Dawar Polyclimc Abt Associates, Health 
Financmg and Sustainabil~ty (HFS) Project, Bethesda, Maryland September 1992 

Gustafson, Dav~d H Continuous Qual~ty Improvement The First Nahonal Conference on 
Quality in Health Care, Cau-o, Egypt, 26-28 September, 1995 CRHP/MOH, 1995 

OB/GYN Department, May 15 Hospital Clmlcal Guidelines for Selected Emergency 
Procedures Cost Recovery for Health Project & Quality Assurance Project, Cairo, Egypt June 
1994 



Pediatrics Department, May 15 Hospital PEDIATRIC CLINICAL GUIDELINES for Selected 
Conditions Cost Recovery for Health Project & Quality Assurance Project, Cairo, Egypt May 
1995 

Quality Assurance Project ANNUAL REPORT 1994, Cauo, Egypt 1995 

Quality Assurance Project QUALITY ASSURANCE HOSPITAL ACTIVITIES CRHP, Calro, 
Egypt 1995 

Schrefer, Phhp J THE SUEZ CANAL UNIVERSITY HMO PROJECT THE NEXT STAGE 
IN PLANNING CRHP, Ca~ro, Egypt January 9,1996 

Various Abstracts The First National Conference on Quality in Health Care, Cairo, Egypt, 26- 
28 September, 1995 CRHPIMOH, 1995 

C Cambr~dge Consulting Corporation (CCC) Documents 

CCC END OF CONTRACT REPORT, October 21,1992 - July 3 1,1995, Contract No 263- 
01 70-C-00-3017-00 Prepared for The Cost Recovery for Health Project (CRHP) of the 
Egyptian Mimstry of Health (MOH) and U S Agency for International Development July 26, 
1995 

CCC MID-YEAR REVIEW OF PROJECT DIRECTORATE'S 1995 ANNUAL 
IMPLEMENTATION PLAN, Contract No 263-0170-C-00-3017-00 MOD 4 - TASK TWO, 
Deliverable # 48 Prepared for The Cost Recovery for Health Project (CRHP) of the Egyptian 
Mimstry of Health (MOH) and U S Agency for International Development July, 1995 

CCC CRHP TRAINING PLAN Task B 6 b & Task B 6 d Cost Recovery for Health Project 
(CRHP), Minlstry of Healthkoject Directorate (PD), and Umted States Agency for International 
Development under Contract No 263-01 70-C-00-30 17-00 December 3 1, 1994 

CCC FACILITIES MAINTENANCE ENGINEERING POLICIES, PROCEDURES, AND 
LIFE SAFETY MANUAL, Volume Three Medical Gases and Medical-Surgical Vacuum 
Systems Task B 3 b, Activity 5 The Cost Recovery for Health Project (CRHP), Mmstry of 
Health/Project Directorate (PD), and Umted States Agency for International Development, under 
Contract No 263-01 70-C-00-30 17-00 September 7,1994 

CCC FEASIBILITY STUDY FOR A HEALTH MAINTENANCE ORGANIZATION (HMO) 
AT SUEZ CANAL UNIVERSITY, ISMAILIA, EGYPT Task D 3, Deliverable 41 May 1 1, 
1995 

CCC Health Care Financing m Egypt, Cairo, Egypt October 1993 



CCC JOB DESCRIPTION MANUAL, Volume I1 Task B 3 a The Cost Recovery for Health 
Project (CRHP), Mimstry of Health/Project Directorate (PD), and Umted States Agency for 
International Development, under Contract No 263-0 1 70-C-00-30 1 7-00 May 14, 1995 

CCC MANAGEMENT SYSTEM FOR NURSING SERVICES Task B 3 b , Deliverable 8 The 
Cost Recovery for Health Project (CRHP), Mlmstry of Hedth/Project Dlrectorate (PD), and 
Umted States Agency for International Development, under Contract No 263-0 1 70-C-00-30 1 7- 
00 June 30,1995 

CCC MANAGEMENT SYSTEM FOR OUTPATIENT NURSING SERVICES Task B 3 b , 
Deliverable 8 The Cost Recovery for Health Project (CRHP), Ministry of Hedth/Project 
Dlrectorate (PD), and Umted States Agency for International Development, under Contract No 
263-0 170-C-00-30 17-00 June 30, 1995 

CCC MEDICAL STAFF ORGANIZATION AND DEVELOPMENT GUIDELINES Task B 8 
Cost Recovery for Health Project (CRHP), Ministry of Health/Project Directorate (PD), and 
Umted States Agency for International Development under Contract No 263-0 1 70-C-00-30 1 7- 
00 August 3 1,1994 

CCC MEDICAL STAFF ORGANIZATION AND DEVELOPMENT Task B 8 FINAL Cost 
Recovery for Health Project (CRHP), Min~stry of Health/Project Directorate (PD), and United 
States Agency for International Development under Contract No 263-0 170-C-00-30 1 7-00 
September 25, 1 994 

CCC TRANSITIONAL PERSONNEL SYSTEM PLAN, SHARQ EL MEDINA Task B 8 a 
The Cost Recovery for Health Project (CRHP), Ministry of Health/Project Directorate (PD), and 
Umted States Agency for International Development under Contract No 263-01 70-C-00-3017- 
00 Apn125,1995 

CCC UPDATE TRAINING NEEDS ASSESSMENT FOR HOSPITALS Task B 6 a Cost 
Recovery for Health Project (CRHP), Mimstry of Health/Project Dlrectorate (PD), and Umted 
States Agency for International Development under Contract No 263-01 70-C-00-3017-00 
September 30, 1994 

Gustafson, Charles I Task B 6 f - Dellverable # 20, Tramng Resource Materials CCC, Cmo, 
Egypt December 12, 1 994 

Mercy International Health Services TECHNICAL ASSISTANCE AND EXPERIENTIAL 
TRAINING PROGRAM FOR EGYPTIAN MINISTRY OF HEALTH HOSPITAL 
MANAGERS For CCC Reston, VA June 1994 

Saleeb, Sameh, McNeely, Carroll, et a1 CRHP FACILITY BUSINESS PLANS Task B 3 c 
DRAFT Dellverable # 10 The Cost Recovery for Health Project (CRHP) of the Egyptian 
Mimstry of Health (MOH) and U S Agency for Internatronal Development under Contract No 
263-0 170-C-00-30 17-00 CCC, Calro, Egypt December 3 1,1994 



D Data for Declslon Malung Project @DM), Harvard University, Documents 

Berman, Peter, et a1 Egypt Strategies for Health Sector Change DDM, Harvard Umversity, 
USAID, Boston, MA August 1995 

Brenzel, Logan Selecting an Essential Package of Health Services Using Cost-Effectiveness 
Analysis A Manual for Professionals in Developing Countries DDM, Harvard Umversity, 
USAID, Boston, MA July 1993 

Donaldson, Day1 S EGYPT Health Sector Bnef DDM, Harvard University, USAID Boston, 
MA November 1993 

Walsh, Julia, et a1 Workshop Proceedings The Second Workshop on Using Cost-Effectiveness 
Analysis to Identify a Package of Pnority Health Interventions, Egypt, Jan 8- 13, 1995 DDM, 
Mimstry of Health, Harvard School of Public Health, USAID 1994 

Walsh, Julia, et a1 Workshop Proceedings Using Cost-Effectiveness Analysis to Identify a 
Package of Pnority of Health Interventions, Egypt, July 3-7, 1994 DDM, Mimstry of Health, 
Harvard School of Public Health, USAID 1994 

E Unwersity Research Corporation (URC) Documents 

Abubaker, Walid A, & man an^, Elizabeth B Quality Assurance Workshop Awareness, 
Micronutrient Imtiative URC, Quality Assurance Project Egypt 1993 

URC Contract 263-01 70-C-00-5082-00 with USAIDICairo for the Cost Recovery for Health 
Project May 25, 1995 

URC Egypt Cost Recovery for Health Project, TECHNICAL ASSISTANCE PLAN, September 
1 - December 3 1, 1995, Supporting the 1995 Annual Implementation Plan Promulgated by the 
Mimstry of Health URC, Cairo November 1995 

URC 1996 ANNUAL IMPLEMENTATION PLAN, Preliminary Draft129 Jan 96 Cost 
Recovery for Health Project, the Arab Republic of Egypt, Minlstry of Health and Populahon, 
Caro, Egypt January 1996 

Schrefer, Phlip Suez Canal Umversity HMO Project - The Next Stage in Planrung URC, Carro 
January 9, 1996 

Schrefer, Phlip and Soudi, Sa'dam, Marketing Recommendations for the Credit Guarantee 
Company's 1996 Annual Implementat~on Plan, Csuro November 30, 1995 



F MAXIMUS, Chemon~cs, and Arabsoft Documents 

Graham, Leslie Annual Implementation Plan, January 1, 1996 - December 3 1, 1996 USAID 
Project Number 263-0 107 [Develop a Detailed and Updated Management Information System 
for the Egyptian Health Insurance Orgmzation Cost Recovery Program] Maxlrnus, Chemomcs, 
Arabsoft Project Team Csuro, December 14, 1995 

D' Agnes, Thomas And Picazo, Oscar Fkeasibility Assessment of Expanding the Egyptian 
Medical Umon's Health Insurance Program Cairo , May 1993 

H Others 

Background Paper for the V~sit of the World Bank Team (January-February 1996), undated 

Cairo Kidney Center (CKC) THE CKC PHYSICIANS MAIN FRAME CKC, Cairo, Egypt 
1995 

Chld Survival Project National Maternal Mortality Study, Fmdings and Conclusions, Egypt, 
1992-1 993 Mimstry of Health & USAID, Cairo, Egypt July 1994 

Credit Guarantee Company (CGC) Report for Health Care Recovery Program (H C R P ) CGC, 
Caro, Egypt December 3 1, 1995 

Credit Guarantee Company 1996 Annual Implementation Plan - Cost Recovery for Health 
Project Csuro, Egypt February 1996 

Creech, Bill THE FIVE PILLARS OF TQM Truman Talley BooksPlurne, New York 1994 

Guarantee Facility F~nancing Agreemennt Between the Banlung Credit Guarantee Company and 
the U S Agency for International Development Egypt August 22, 1991 

Draft Amendment Number Two to the Guarantee Facility Financing Agreement Between the 
Banhng Credit Guarantee Company and the U S Agency for International Development Egypt 
(Reviewed m February 1996) 

National A N  Control Programme CONTROL OF ACUTE RESPIRATORY INFECTIONS IN 
PRACTICE, A MANUAL FOR PHYSICIANS Muustry of Health, Arab Republlc of 
Egypt/WHO-EMRO/UNICEF, Csuro, Egypt 1 994 

National Population Council EGYPT DEMOGRAPHIC AND HEALTH SURVEY 1992 
Natlonal Population Council/Macro International, Inc /USAID, Csuro, Egypt November 1993 



Research & Advertising Consultants REPORT ON CUSTOMER SATISFACTION ON 
HOSPITAL CARE Porter/Novelli, Mohandessein, Caro, Egypt June 1994 

Systems Development Project FAMILY PLANNING CLINICAL PROCEDURE MANUAL 
FOR NURSES Mimstry of Health, Caro, Egypt October, 1993 

Systems Development Project FAMILY PLANNING CLINICAL PROCEDURE MANUAL 
FOR PHYSICIANS Mimstry of Health, Caro, Egypt September, 1994 

Systems Development Project National Standards of Practice for Family Planrung Climcal 
Servlces Delivery Government of Egypt, Mimstry of Health, Caro, Egypt 1995 

Taylor, Robert J & Taylor, Susan B THE AUPHA MANUAL OF HEALTH SERVICES 
MANAGEMENT AUPHA, Aspen Publishers, Inc Gaithersburg, Maryland 1994 

Trisolim, Michael, Klein, Susan, Hank, Vaira, El Labany, Ahrned, Terry, Julia, Nooman, 
Zohair, and Bicknell, William THE GROUP PRACTICE OF THE FACULTY OF MEDICINE, 
SUEZ CANAL UNIVERSITY A CASE STUDY IN INSTITUTIONAL DEVELOPMENT 
AND EVOLUTION The Imtiatives Project, JSI Research & Traimng Institute, Arlington, 
Virginia Second Draft October 9, 1994 
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L~st  of Persons Interwewed 

Joy b g g s  Perla 

Mellen Tanarnly 
Carl Abdou Rahmaan 
Dr Sameh El Gayar 
Eng Hussein Sedlu 
Rchard Ainsworth 
Donella Russell 
Aziza Helmy 
Iqbal Qazl 
Randall Parks 
Francisco Zamora 
Eugene Rauch 
Mona Bawab 
Beatrice Beyer 
Harry Proctor 
Iman Abdel Hallrn 
Randa Helmi 
Halem El Khoday 

Alsalam Hosp~tal, Calro 

Dr Garnil Setf 
Dr Ezzat Nessim Hanna 

Dr Moharned Sharif 
Eng Ahrned Yehia 
Eng Inas Hendam 
Eng Faten Ramadan 
Dr Samir Fayad 
Mr Mostafa 

Calro fidney Center 

Prof Dr Rashad Barsourn 
Eng Mona Shenouda 

Associate Director, Human Resources Development and 
Coordination (HRDC) 
Chef, HRDC/H 
CRHP Project Officer, HRDC/H 
CRHP Project Assistant, HRDCIH 
Engmeer, Office of Engmeenng 
Personal Services Contractor, HRDCWCRHP 
Contracting Officer 
PDSPSNomen in Development Officer 
DRENG 
PDSP Evaluation Officer 
HRDC/H 
PDSPS 
HRDC/H 
PDSP 
DRENG 
PDSfP 
PDSP 
FM/FA 

Hospital Director 
Vice Hospital Director 

Chalrman 
MIS Department, Hellopolis Hospital 
MIS Department, Nasr Hospital 
MIS, Document Control Department 
Former Chairman, consultant to Mimster of Health 
MIS Department, CCO Headquarters 

Chairman 
Center Manager 



CRHP Project D~rectorate 

Dr Hassan El Kalla 

Dr Mrs AfafOsman 
Khaled Hashem 
Mrs Fawlua Ahmed 
Eng Eman El Aasar 
Eng Mohamed Kassem 
Dr Magdi El Safty 
Mrs Manar Arnin 
Mohamed Abdel Aziz 
Sameh Alfred Saleeb 
Ashraf Said 
Prof Dr Madiha Sad  

Project Director and MOH Undersecretary for Mimster's 
Affairs 
Deputy Director 
Manager, Fmance & Accountmg Department 
Manager, Nursing Department 
Manager, MIS Department 
Manager, Biomedical Department 
Manager, Momtonng & Evaluation Department 
Manager, IEC Department 
Manager, Traimng Department 
Manager, Management Systems Department 
Manager, Personnel and Logistics Department 
Consultant, Momtoring and Evaluation Department 

CRHP - Unlverslty Research Corporation and sub-contractors 

Henry C Reinhard, Jr 
C Robert Snyder 
Phdip Schrefer 
Dr Nadwa Rafeh 
James Jeffers 
Saydam Soudi 
Michael Forte 
Mark Schultz 
Dr Ahmed Heshmat 
Dr Mohamed Shehata 
Dalia Zulficar 
Madika Abdella Hassan 

Chief of Party - URC 
Deputy Chief of Party for P l m n g  - URC 
Practice Management Advisor - BDI 
Deputy Chef of Party for Institutionalization - URC 
Social Finance Advisor 
Training Advisor - URC 
Medical Records Advisor - WMCI 
Financial Advisor - WMCI 
Quality Assurance Advisor 
Consultant 
Hospital Finance Advisor 
MIS Advisor 

Credlt Guarantee Company for Small Scale Enterprises (GGC) 

Ahmad Abdel Salam Zalu Chairman and Managmg Dlrector 
Ms Amel Samy Division Chef, Research and International Relations 
Eissa Fathy Eissa Assistant Investment Manager 
Eng Radwan Ahmed Radwan Director, Management Information System 

Data for Dec~slon Malung Project 

Dr A K Nandakumar Resident Advisor, Harvard Umversity Department of 
Public Health 

Dr Hassan Salah Research Associate, Hward  Umversity Department of 
Public Health 

Dr Mohamed Ibralum Coordinator, MOWDOP 



Dr Samir Mamfouz Researcher, MOWDOP 
Mahmoud Yosky El Relai Researcher, MOWDOP 
Fathy Mahrnoud Madkour Researcher, MOWDOP 
Hala Safivat Researcher, MOWDOP 
Dr Sarnir Fouad Researcher, MO WDOP 

Data Processmg Serv~ces Company 

Mohamed Samlr Eleish 

Prof Dr Hamdy El-Sayed 
Dr Ibrahim Moustafa 

Health Insurance Organ~zat~on 

Dr Nabil El-Mehairyl 
Gen (ret ) Faisal Tale 
Dr M Rawash El-Dieb 
Mary Iskandar 
Zeinal Alloub 

MAXIMUS 

Leslie Graham 
Felix Meyer 
John Villaume 
Hassarn El Alfy 
Jay Meere 
Lena Dajaru 

M1n1str-y of Health 

Dr Hassan Abou Zeid 
Dr Mohammed Hiati 
Dr Marey Yonnes 
Dr Abdel M A Shalaby 

Ddr Khalil Fahrny Kahlil 
Dr Abdel Hady A Sadek 
Dr Nab11 Abdulmonem 
Dr Dalal El Tubgy 
Dr Labib M Kamal 
Dr Fmd  El Fallah 

President 

President 
Med~cal Director for Health Insurance 

Chairman 
Supervisor of HIO-MIS Project 
Implementation Coordinator, Reengineering Project 
Application Development Director 
Project Assistant 

Chef of Party 
Senior Advisor, Healthcare Management 
Training Speclalist 
Computer Operations Manager 
S o h a r e  Development - Data Conversion 
Admimstrative Specialist 

Medical Director, Shark El Medina Hospital, Alexandria 
Deputy Med~cal Director, Shark El Medina Hospital 
Hospital Director, Kafi El Dawar Polyclimc, Alexarndna 
Deputy Diriector & Chef of Melcal Staff, Kafi El Dawar 
Polyclinic 
Deputy Chief of Staff, Kafi El Dawar Polyclimc 
Staff, Ob-Gyn Department, Kafr El Dawar Polyclmc 
Acting Director, 15 May Hospital 
Head of Pediatrics Department, 15 May Hospital 
Chef, Operating Room Department, 15 May Hospital 
Surgeon, 15 May Hospital 



Dr Ensaf EI Malatawy Head of Medical Records, 15 May Hospital 
Dr M Allam Radwan General Surgeon, El Kantara Gharb Hospital 
Dr All Soliman Yamam Urologist, El Kantara Gharb Hospital 
Dr Mahdy Mohaved Director, Embaba Hospital 
Dr Nabil Besada Deputy Director, Embaba Hospital 
Dr Afaf 0 Helmy Department of P l m g ,  Coordinator DDM Project 

Suez Canal University Faculty of Medicine 

Dr Atef El Akhras Vice Dean and Professor of Dermatology 

World Bank Team 

Albert Sales 

Vincent Turbat 

Dan~el LeTouze 

Gilles Des Rochers 

Team Leader for Egypt Assessment, Public Health 
Specialist, Human Resources,M~ddle East and North Afi~ca 
Region, World Bank 
Health Economst, Econom~c Development Institute, World 
Bank 
Senior Program Specialist, International Development 
Research Centre 
Economist 
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PROJECT DESIGN 

The August 1993 PP Supplement szgnzjicantly reduced the m.agnztu.de of end-of project-status 
(EOPS) outcomes under Components One and Three Gwen the contznuzng delays expenenced 
m project zmplementatzon and contractzng, u zt stzll realzstzc to assume the achzevement of 
these EOPS or were project design staff overly consentatwe zn thezr estzmates and should more 
ambltzous EOPS targets be set 7 

Yes, it is st111 reallstlc to assume that most of the project purpose level EOPS will be largely 
acheved by the PACD Data from DDM studies mdicate that private sector payments for 
health services already account for a majority of health expenditures Phase A facilities have 
an outside chance of recovering costs as mdicated ln the revised PP logframe Phase B 
faclllties offer the potential of a faster start, utillzmg knowledge and experience gamed m the 
Phase A facllitles HI0 and CCO already cover more than 20 mllion people and HI0 may 
soon be given responsibility for prov~d~ng health msurance to chldren under age five The 
MIS developed by HIO/Maxlrnus is rapidly bemg extended to all HI0 facilit~es and ths  should 
enable HI0 to provide more cost-effective services Quality of services is another Issue which 
needs to be more fully addressed during the r emamg llfe of the project It is unllkely that 
100,000 additional people will be using private sector prepald health care services by the 
PACD The proposed HMO at SCU-FOM is still in its formative stage The Medical 
Syndicate covered many physiclam at the start of the project so the net increase m coverage 
wlll be small 

With only 30 months remaimng m the project, the focus should be on completing already 
planned tasks, not add new ones 

Mzsszon strategy zn the both the health and famzly plannzng sectors calls for zncreased 
targetzng of asszstance resources to undersewed governorates zn Upper Egypt Should szmzlar 
efsorts be made zn programmzng the remaznzng resources under the CRHP7 

Some of the current momed resources are dlrected to governorates m Upper Egypt, such CGC 
credlt guarantees and HI0 facilities which have or will receive MIS assistance Also, it is the 
Evaluation Team's understandmg that one or more of the reopened Phase B hospitals will be 
located in Upper Egypt There appears to be little additional scope w i t h  existmg resources 
to allocate more resources to Upper Egypt 

Lrfe of Project (LOP) fundzng for the project was szgnzficantly reduced under the PP 
Supplement, resultzng zn an extremely skewed technzcal asszstance (TA) to local cost ratzo 
Gzven the contznuzng delays m contractzng and mobzkzzng these TA resources followzng the 
approval of the PP Supplement and the hzghly technology transfer and znstztutzonal 
strengthenzng nature of the planned assutance, are currently programmed resources, both TA 



and local costs, adequate to achzeve even the more bmzted objectzves called for zn the PP 
Supplement 7 

Yes The URC contract was finally approved m May 1995 and the full team of advisors is 
now on board The contract contam ample funds for TA and local costs for currently 
contemplated activities The Maxmus contract for work with HI0 rmght need to be expanded 
if HI0 is requlred to insure all chldren under five years of age and if Maxlrnus is asked to 
assist MOH and CCO m mtroducmg HI0 software and providmg t r a m g  for staff of those 
two mtitutions Depending on what decision USAID takes regardmg the pendmg contract 
procurement for the MIS with CCO, additional funds may be available for other project 
activities 

Gwen the hzghly fragmented approach adopted m contractzng-requzred TA support and the 
zneflectzveness of the near dormant project steerzng commzttee, to what extent has cross- 
component coordznatton been assured and what correctzve actzon msght be undertaken to 
zmprove thzs process 7 

Cross-component coordination has been minunal Even withm Component One, there has 
been a lack of coordmation among the five pilot CR facilities, resultrig m little progressive 
learmng USAID should urge the Mimster of Health to resuscitate the project steering 
commttee The USAID Project Officer should lnltiate regular, frequent meetings with the 
contractor Chiefs of Party as well 

Is the project as concezved lzkely to aflect financzng of curatzve care7 Is there a more cost- 
efectzve, acceptable way to achzeve the project goal and purpose 7 

There is growmg recogmtion among MOH officials of the need to mtitute broad reforms of 
the health system One area where the CRHP has already been influential, and has the 
opportumty of being even more influential, is in supporting pollcy dialogue and studies needed 
to provide policy makers with accurate mformation to consider policy reforms leading toward 
managed care With the HI0 already insuring 40% of all Egyptians and hkely to be lnsuring 
over 50% if chddren under age five are added to the HI0 responsibility With other public 
sector and growmg private sector health Insurance programs, a large portion of the Egyptian 
population is already covered for fmancmg of curative care In the lmted r e m a m g  life span 
of the CRHP, resources should focus on assistmg the MOH and other m s t r i e s  m the process 
of health care reform 

In general, how have project znputs contnbuted to zmprovements, both actual and percezved, 
zn the overall qualzty of paaent care servzces m the pzlot faczlztzes, CCO, HI0 and the 
Egyptzan health sector as a whole 7 

Overall, the CRHP inputs have had little Impact on quallty of patient care services The five 
pilot facilities present a m e d  picture Where renovation has been completed, equipment 
installed and staff trained, there is certainly a perception of mprovement m quality of care 
services Shortages of medicines and disposable items, such as rubber gloves, raise doubts 



about actual quality improvements Overall, the CRHP has concentrated on facility 
renovation, equipment and development of MIS, less focus has been given to date to activities 
more directly related to mproving quality of care The pilot efforts under the Quality 
Assurance project should be expanded and Introduced m a broader array of health facilities 

COMPONENT ONE 

1) Wmstry of Health (MOH) 

Does legzslatzon zssued governzng zmplementatzon of cost recovery m the pzlot faczlztzes provzde 
adequate delegatzons, authonty andjlexzbzhty to enable effectzve zmplementatzon of cost 
recovery programs m these faczhtzes 7 

Current legislation appears to be adequate to enable effective mplementation of CR programs 
m selected facilities with the caveat that it is lmtially llfnited to two years The current 
legislation perrmts the MOH to grant to selected facilities autonomy regardmg thelr 
management, institutional budget and personnel It also gives the facllities the authority to 
establish fees for services, and to detemne how income will be used w i h n  three broad 
categories 47% must be spent on staff salary mcentives, 50% on operatmg expenses and 3 % 
should be sent to the MOH After two years, the facllities' will be reviewed, and it will be 
determined whether or not to extend CR autonomy While current legislation seems to be 
adequate for the tune being, the test of tune and practice is necessary to detemne whether or 
not it is indeed sufficient and propihous 

Has the MOHprovzded, m adequate quantztzes, the agreed upon staff, faczlztzes and other 
counterpart resources to enable effectwe management and zmplementatzon of the project 7 

- In general, the MOH has provided staff and facilities, though due to economc and 
admmstrative llmtations, it has not been able to comply with the agreed upon amounts of 
these, nor has it provided other counterpart resources (such as computers, which appear to be 
very scarce m the MOH) AID has assisted the MOH m fmdmg practical solutions to its 

a difficulties to enable the CRHP to move forward 

Has the MOH effectzvely communzcated the objectzves of the project to staff wzthzn the PD 
and other concerned MOH departments at the central level, governorate health department 
and pzlot faczlztzes personnel and the communztzes served? 

e The MOH has commumcated the objectives of the CRHP falrly well to the PD governorates 
and pilot facilities The PD marketmg department has orgamed public relations and publicity 
campaigns in the cornmumties surroundmg the pilot facllities General knowledge concemg 
cost recovery seems to be widespread Nevertheless, specific understandmg of the goals and 

e operational philosophy do not yet appear to be sufficiently dissemated 



Have the requzred analyses, management and clznzcal operatzon system development and 
zmplementatzon, and related traznmg actzvztzes comprzsmg the proposed cost recovery (CR) 
faczhty converszon model been carrzed out zn the pllot faczbtzes 7 

The CR conversion "model," with the requlred analyses, development and establishment of 
the management and cllnlcal quality assurance systems and related tramng activities, has not 
yet been fully unplemented at any of the pilot fac~lit~es D~fferent aspects of the analyses, 
systems and t r a m g  have been unplemented at different facilities For example, the clln~cal 
quality assurance system has been partially mtiated at only one of the five facilities, a 
financial management system has been mtroduces at three of the five facil~ties, all of the 
facilities have received imtial tralmg m marketmg and public relations, etc In addit~on, 
some aspects seem to have been done In a partial or perfunctory manner For example, the 
business plans were not plans as such, but rather presented data concemg possible target 
populations or catchment areas, possible demand patterns, competitors, etc It appeared that 
the "business plans" as presented, provided background mformation with wh~ch to make a 
plan, though some of the data was Inadequate (e g , clarrmng that the metropolitan area of 
Cairo constitutes a catchment area for a hospital 1s unpractical) 

Gwen the composrtzon of the CR faczhty converszon model, do the zndzcators for success, 
zdentlfied zn the project paper, as amended, contznue to be valzd and eflectzve measures agaznst 
whzch to monztor and assess prlot faczhty progress zn zmplementzng cost recovery and overall 
progress toward achzevement of faczlzty self suficzency 7 What alternatzve or addztlonal 
measure mzght the USAID and the MOH wzsh to conszder 7 

The original indicators for success for the conversion model should be reconsidered The 
EOPS mdicators for the facilities in the PP are the followmg Facilities will cover 100% of 
non-personnel operating costs, 80% of equipment depreciation, and 30% of buildmg 
depreciation from private sector payments It is not clear that these indicators are practically 
attainable It would be more practical to focus on ono-personnel operating costs, and 
equipment and building maintenance and reparr Also, one of the major concerns was related 
to unproving the quality of medical services, and there are no mdicators relatmg to tlus 
Possible indicators could be the Increase in the number of patients served, and the proportion 
of repeats Also, the unpact on access~bility for poor patlents of the CR system requlres 
further study, and perhaps an mdlcator should be developed related to h s  questlon 

Have Phase A pzlot faczlztzes progressed zn zmplementzng cost recovery systems m thelr 
faczktzes and achzevzng zdentzjied success crzterza 7 

The entlre CR conversion model has not yet been fully implemented at any of the pilot 
facilities, and none of them has yet accomplished the success cnteria Though some of the CR 
systems have been introduced at some of the fac~hties, and some progress has been achleved, 
as yet there is no data concemg the progress achleved to date in completing the success 
criteria 



Has project financed faczlzty renovatzon, bzomedzcal equpment and start-up fundzng support 
contrzbuted to successful zmplementatzon of cost recovery m the pzlot faczlztzes? 

The project financed facility renovation, biomedical equipment procurement, and start-up 
fundmg support have contributed to successful partial mplementation of cost recovery systems 
m some of the pilot facilities Smce the CR systems are m process of bemg established, it is 
stdl too early to judge the unpact of these measures Without doubt, facility renovation has 
demonstrated significant benefits at three of the five facilities, both m terms of stmulatmg and 
mproving the morale of staff, and m attractmg more clients One of the facilities does not 
seem to have benefitted to a great degree, and renovations at the fifth facility have not yet been 
f i i s  hed 

Has the Project Dzrectorate (PD) demonstrated the abzhty to zdentzfi requzrements and 
eflectzvely coordznate the programmzng and delzvery of the necessary asszstance to the pzlot 
faczlztzes 7 

In some areas, the PD has demonstrated some ability to identify requirements and effectively 
coordmate the programmmg and delivery of the necessary assistance to the pilot facilities 
This was demonstrated most notably by the nursmg, marketmg and PR departments, and to a 
lesser degree by the other departments It should be noted that the PD has not been 
appropriately trained and assisted to develop the slull and capabilities required to comply with 
these needs 

Have the technzcal asszstance needs of the MOH/PD and the prlot faczhtzes been eflectzvely 
addressed 7 

The TA needs of the MOHIPD and the pilot facilities have been partially addressed so far As 
mentioned previously, the CR conversion model has only been partially lrnplemented m some 
of the facilities to date Concentrated effort is required to prepare the MOHIPD to perform 
effective needs assessments, organlze and conduct tramngs and reallze motivational and 
facilitative supervision 

Has asszstance provzded under the project enhanced the capaczty of the PD, and/or other 
concerned MOH departments, to carry out requzred analyses and modzfi/deszgn/zmplement 
management and related clznzcal operatzng systems to replzcate CR fanlzty converszon 
actzvztzes zn other MOH facdztzes 7 

a Project assistance has been partially effective in enhancmg the capacity of the PD to carry-out 
requlred analyses and tralmng Unfortunately, no other related MOH departments have been 
lncluded m project activities Also, neither the PD not other MOH departments have received 
assistance or tramng to modify/des~gn/rmplement management and related clinlcal operatmg 

E systems to replicate the CR system m other MOH facilities Ths is partially due to the lack of 
defiition of the complete CR conversion model, and the lack of experience of full 
implementation of the model, and partially due to the lack of specific efforts to tram the PD or 
other MOH departments m these areas 



What w the lzkebhood that the MOH wzll be zn a posztzon to promote/repbcate the CR process 
zn the future, especzally after the CRHP ends 7 

The political resolve to promote and repllcate the CR process seems to be well established m 
some MOH functionaries, but it is not clear how generaked it IS The MOH as a whole has 
not been mdoctrlnated and tramed m CR and the mplementation of CR systems Whlle the 
PD may have competent personnel, it has not been adequately prepared and tramed to provide 
the gu~dance, TA and tralmg requ~red to guide, establ~sh, motlvate and supervise CR systems 
throughout the MOH system In adda~on, ~t 1s not clear that the PD, as currently structured, 
can feasibly become a functional umt w i t h  the MOH 

What u the actual and potentzal effect of CR on the utzlzzatzon of MOH faczhtzes by the poorer 
members of sonety 7 

There is little data concemng th~s question, and it has generally not been addressed as yet 
Experiences in other countries wlth fees-for-services systems have shown a decrease m 
accesslbillty to health servlces for the poorest segments of society The lmpllcatlons of CR for 
the poor requires careful study Fees-for-services, m general, is not a good solution to the 
health financing problem Nevertheless, ~t is a good b e g i m g  to lmprovmg the efficiency and 
quallty of health services, and is a step along the way to managed care, whlch has the potentlal 
of better servmg the Interests of the poor 

2) Directorate of Plannmg (DOP) 

To what extent have ongozng data collectzon and analyszs actzvztzes, and/or prelzminary 
jindzngs emanatzng porn these eflorts, asszsted zn clarzflmg MOHpolzcy and znstztutzonal 
reform pnontzes and buzldzng zncreased awareness of and support for actzon on these 
pnontzes both wlthzn and outszde the MOH? 

The efforts of the DDM project have been valuable and frultful The results of studies and 
analyses do not appear to have been dissemmated wldely enough, nelther wlttlln nor outside of 
the MOH Collaboration with the DDM project and the other components of the CRHP 
should be increased and strengthened 

Have requzred baselzne data sets for publzc and pnvate sector allocaaons and expendztures for 
health care been establzshed for key EOPS outcome measures and plans or systems developed 
to enable assessment of project zmpact on these data 7 

The MTE team dld not observe evldence that the requlred baselme data sets had yet been 
established The DDM project IS assistmg the DOP m the process of preparmg some of the 
baselme data sets 



Have DOP stag been trazned and systems/methodologzes developed to enable the MOH, zn the 
absence of outszde technzcal asszstance, to penodzcally update and track changes zn these data 
sets 7 

The DOP staff has been tramed to develop and prepare baselme data sets Whde specific 
systems/methodologies to enable the MOH to periodically update and track changes m these 
data sets were not observed, it is presumed that the DOP currently has the expertise to develop 
the systems 

COMPONENT TWO 

COMPONENT TWO QUESTIONS 
\ 

C Component Two 

1 Health Insurance Orgamzation (HIO) 

How approprzate are the software applzcatzon modules that Maxzmus zs developzng to the needs 
of HIO, conszderzng recent changes zn HIO's benepczary populatzon, szze, and utzlzzatzon of 
contracted sewzces? Are there speczjic applzcatzons not currently envzszoned of greater 
managerzal value/przorzty7 

In 1993, the addition of 16 million school-age chldren as HI0 enrollees quadrupled the size of 
HIO's beneficiary population Ths  legislation fundamentally changed the nature of the HI0 
organization from that of being prmarily a provider of health care to that of being p m m l y  a 
payer for contracted services In the future, HI0 may retsun its dual payer/provider role, or it 
may become an administrator of a social health insurance system for Egypt It seems certam that 
HI0 w11 have the responsibility for purchasing health care for a large portion of the population 

The MIS should assist HI0 to make more informed choices in health care investments The 
system captures the data required for analyses used to assess managed care options (beneficiary 
demographics, diagnoses, treatments, and costs) Software applications in beneficiary eligibility, 

- reimbursement companson, nsk assessment, prospectwe and retrospective utdization revlew, and 
provider profiles would have managerial value and should be given pnonty Setting up the 
software for a new report is fa~rly easy, the real challenge is mstitutional, not techmcal For the 
lnforrnation technology to be truly useful, HI0 managers and admimstrators wl l  need to use 
quantitat~ve managed care techques 



The followng table shows the location of software modules currently being developed under the 
Maximus contract 

I Location 

MODULE 

Beneficmy Reg IElig Check 

Drug Control & Inventory 

Patient Records 

Cost Accounting 

Management Report~ng I X  I X  I I I 

Medical Quality Assurance 

Admission/Discharge/Transfer 

Contracted Pharmacy 

Periodical Med~cal Exams 

HQ 

X 

X 

X 

X 

X  

- - -  

Computer Operators 

Contract Prov~ders 

hospital levels 
Note Most modules contribute management data Modules contributmg management data only at the 

headquarters and branch levels are not noted here as headquarters or branch modules 

Branch 

X 

X 

X 

Aggregation 

How well qualified is the HI0 to review the technical aspects of Maxzmus'system and 
applzcations developments? 

X 

X 

HI0 seems to be able to revlew the technology to see whether ~t works correctly Lack of 
experience makes HI0 less well equ~pped to assess the options for systems ~mplementation and 
whether the best option has been chosen 

Polyclin~c 

X 

X 

X 

X 

X 

X 

For installation only at remaining branch facilities wh~ch do not recelve automation at the polycl~n~c and 
I X* 1 

How well prepared will the HI0 be to assume$nanczal responsibilrty for the continuzng support 
requirements of the MIS, partzcularly zn the areas of computer system supplzes, 
telecommunzcations costs and equrpment maintenance? 

X 

X 

1 

The MIS will be mstalled in approximately one half of HIO's fac~lities and branches Maxlmus 
has estimated the followng annual operating costs for these facilities (m US$) 

Hospital 

X 

X 

X 

Store 

X 

X X 



Maintenance (hardware and software) 
Contract 192,343 
Time and Materials 75,000 
Supplies 306,764 
Telecommu~llcations 64,937 
Total 639,044 

HIO's willingness to assume t h s  expense wll  obviously depend on the value it places on the 
MIS HI0 personnel are eager to decrease inappropnate use of resources through automated 
utilization checkguards It w l l  be useful for the HI0 MIS department to track savmgs realized 
through automation, so that a case can be made for mvestmg in m.formation services 

\ Should HI0 msh to install the system in its remaimng facilities, it would mcur a capital 
expenditure for hardware procurement and site preparation similar to that for the first half of the 
sites $5 million The annual operating costs would double 

How well prepared wzll the HI0 be to utzlzze the znformatlon generated by the proposed MIS for 
deczszon makzng? 

Strateg~c plannmg and pollcy CRHP has begun assistance for decision makmg in these areas 
The evaluation team has recommended that this assistance include information available from the 
MIS If t h s  collaboration proceeds successfully, one outcome should be enhancement of HIO's 
ability to use the MIS in these areas 

Fac~l~ty management HIO's facilities have rudimentary financial and quality assurance 
systems Inclusion of HI0 staff in trainings directed toward these slulls, as recommended m the 
evaluation, should increase their slulls in these areas 

Pharmacy control funct~ons Control of pharmacy scnpts is an area of major concern, since 
pharmaceuticals account for 60% of HIO's expenses The pharmaceuticals module for HIO's 
own pharmacies should help control unnecessary and inappropriate scripts Control of scripts 
dwpensed through contracted pharmacies, whch is considered to be an area of outright fraud, 

t should be strengthened by automation of contracted pharmacies, as planned by HI0 and 
supported by the evaluation team 

How well prepared technzcally wrll the HI0  be to sustazn and contznue the development and 
expanszon andfiznctzonzng of the MIS when Maxzmus concludes rts work? 

r) 
Maximus is developing a modular, open-ended system wth  plug-in additions, reusable code 
hbranes, and programming and nomenclature standards that facilitate systems development 
HI0 staff programmer/analysts work side-by-side wth Maximus staff and have designed and 
developed modules independently The real constraint on this technology transfer may be 

Ci economic and not technical HI0 may not be able to pay techcal  personnel sufficient salaries 
to retain them 



Is the pace of development and roll out of the system adequate to have a fully finctzonrng MIS zn 
place at the end of the Mmzmus contract? 

Yes More than half of the roll out IS scheduled for the first nme months of 1996, and the 
remsumng scheduled for completion by mid-1 997 Testmg, installation, and operat~ons t r a ~ m g  
seem to be proceedmg at the required pace The real question IS whether HI0 management will 
be able to use the system effectively m malung decis~ons 

Is the HI0 adequately filJillzng zts responsrbzlztles to enable Maxzmus to functron In an eficzent 
manner7 

Maximus ment~oned no part~cular difficulty when quened, and none was observed HIO's 
management changed recently, and earlier problems have apparently been resolved 

2 Cairo Care Orgamzation (CCO) 

To what extent has pre-HMIS rmplementatron support provrded to date to the CCO zncreased the 
receptzvzty and capaczty of CCO staffto automated management systems, m general, and the 
proposed HMIS m partzcular 7 

In answermg this question, it is ~mportant to dlstingu~sh between pre-HMIS support that has been 
prov~ded to the CCO at the corporate and managenal level and to the CCO clencal staff at each 
of the individual prov~der inst~tutions At individual CCO hospitals the pre-HMIS 
~mplementat~on support has clearly increased the receptivity and enthusiasm of CCO clencal 
staff to automated management systems The medical staff has been less cooperative in adoptmg 
the new procedures and coding systems 

The prototypes were not integrated into a hospital-wide network, and not all modules have been 
~mplemented at the four CCO test hosp~tals Therefore, it is difficult to know whether CCO staff 
comprehend the potential of the proposed HMIS to support both patient and mstitutional 
management 

Other than the presence of a MIS coordinator through whom cornmumcations occur, the 
evaluation team found no evidence of pre-HMIS support at the CCO corporate level Ths lack 
of support by the contractor at the corporate level d ~ d  not appear to be the contractor's fault but 
rather reflects a lack of interest of the top CCO adrnmstrators in having a corporate-level HMIS, 
i e , an HMlS that IS networked wth the individual hosp~tals as a multi-mst~tutional system 

Does the prototype management systems developed by the CCO have applrcabrlzty for MOH, 
HI0 or other zmplementrng agency facrlztzes of szmrlar functzon? How mrght these systems be 
more eflectzvely explozted? 

Several standalone prototypes were built as examples to engage CCO staff in the design of the~r 
HMIS CCO clencal staff contmue to use the automated prototypes, because they make clencal 



tasks easier The prototypes are incomplete (there is no patient medical records module) and 
wntegrated (for example, the inpatient and outpatient modules do not talk to each other) 
Additional investment in software development would be required to turn these prototypes into a 
facility management system CRHP has already invested in software for facility management 
the HIO/Maxlmus system There has also been substantial additional investment m system 
documentation and institutionalization of tramng and techcal  support vvlthrn HI0 There 
seems to be no reason for CRHP to support the development of the CCO prototypes into a 

I facility management system, smce the investment in HIO/Maxlmus has already generated the 
product required 

Has pre-rmplementatzon support been eflectzve zn strengthening CCO zn-house MIS department 
and stafcapabzlrtres7 

Pre-implementation support has created an enthusiastic techcal  support staff at each facility 
This staff can answer questions about the operation of the prototypes, and they have some 
computer skills 

How efectzve was CCO traznrng support to the MOH zn the area of nurszng care7 Are there 
other areas where CCO expertrse and traznrng capacrty could be explorted to enhance capacrty 
of PD or pzlot facrlrty s t a p  

CCO organizes trainlng for critical and specialty care nurses CCO seems ready to train nurses 
- for a fee 

COMPONENT THREE 

Are current EOPS targets for przvate sector service expanszon and new servzce delzvery models * achzevable, grven earlier delays rn project zmplementatlon and contractzng of TA resources? 

The EOPS targets are not achievable given the delays in project implementation It should also 
be noted that t h s  does not necessarily reflect on the success of the project Since the health 
sector has not been stat~c since the project was developed, it is no longer clear that these are the 

d correct targets that the project should be attempted to meet 

To what extent have CGC loan guarantees zssued to h t e  contrzbuted to the achzevement of 
these EOPS targets 7 

* The CGC loan guarantees have not contributed to the achievement of these EOPS targets To 
date the CGC has been slow in meetmg ~ t s  target of guaranteeing 5,000 loans There is no 
evrdence to demonstrate that the loans whch have been provided have greatly increased the 
dismbution of practitioners in disadvantaged areas or have increased the number of female 
providers Further analysis should be done to better understand how the loans guaranteed have 

la been utilized 



How successful has the program been zn attractzng female loan reczpzents 7 How can 
pevormance zn thzs area be zmproved 7 

The CGC has not been successful at all in attracting female loan recipients Before the CGC can 
target female providers there needs to be greater understanding of the types of practices m whlch 
female providers typically participate Once h s  is understood the CGC w11 be better able to 
market to females In t h s  assessment it w11 be Important to examlne whether females providers 
need the CGC program to obtain credit or if they have access through other mechasms 

Has the avazlabzhty of the CGC guarantee program resulted zn zncreased wzllzngness of 
commerczal banks to extend credzt to health provzders 7 

It does not appear that the CGC program has increased the wllmgness of banks to extend credit 
to health providers Although there are a large number of banks in the program most have only 
provided one or two loans The majority of all loans are though one bank 

Are the recently negotaated perfomnce based provzszons of the CGC agreement lzkely to 
zncrease the scope, number and approprzateness of CGC guarantees 7 

Yes, these wdl most certsunly assist the CGC in nearing the indicators of success as defined in 
the Project Paper Supplement The most Important aspect of the new USAID agreement is to let 
CGC keep LE 1500 per loan guaranteed to use for marketing and traimg In addition, the 
agreement allows CGC to keep an increased percent of interest (from 10 to 20%) for 
admimstrative costs However, without understanding the current status of the private sector it is 
premature to attempt to expand it 

Are the actavztzes envzszoned to date lzkely to produce the type of repbcable systems/models that 
wzll create the deszred multzpber efiect on the expanszon of cost-efiectzve, pnvate sector servzce 
provzder andfinanczng mechanzsms7 If not, what optzons are avazlable to the project to 
address thzs problem, gzven the constraznts of tzme (PACD) and resources 7 

The activities envisioned in the project, whch focus on work in the Suez Canal Umversity and 
the Medical Syndicate, will assist in creating cost effective private sector service provider and 
financing mechamsms However, by themselves thls will not be enough The project must also 
build the capacity for the transition to managed care w h  the sector as a whole Techmcal 
assistance should be directed to improving the understanding of managed care concepts and 
practices, as well as developmg the techcal  slulls needed for mplementmg managed care One 
of the most valuable contributions USAID and its contractors can make would be to orgamze 
seminars and workshops on important managed care principles using resident advisors as well as 
consultants workmg m Egypt on a short-term basis Access to current publications on managed 
care and other health related issues should be improved The project should consider 
establishng a documentation center open to the MOH, CCO, HIO, and the pnvate sector The 
project should also establishng a close workmg relationship wth a research and policy 
institution, such as the Social Research Center at the Amencan University of Cairo 



Annex 7 
Glossary of Terms Related to Managed Care 



DEFINITIONS 

Managed Care Generally refers to personal health care that is financed through prospective 
payments and is subject to utilization management and review Prospective payment means that 
provider orgmzations, e g , hospitals, clmcs, etc , receive (or know) in advance the payment 
they will receive for health care services Prospective payments are generally pad as per-case or 
capitation payments The fact that providers can expect fixed amounts for their services acts as 
an incentive for containmg costs and mproving efficiency in deliverrng care In contrast, 
retrospective reimbursement schemes permit providers to charge the patient or the health insurer 
for the costs of care after it has been given This reimbursement procedure is known as fee-for- 
service and does not have the same resource-conserving features of prospective payment 

Health Maintenance Organlzatlon (HMO) A prepaid, orgaruzed managed care plan in whch 
beneficiaries receive services through a system of afiliated hospitals, clmcs, physicians, etc 
Comprehensive benefits are financed by prepaid premiums and limited copayments 

Gatekeeper A pnmary care provider, e g , family physician, general practitioner, nurse 
practitioner, who is responsible for coordinating all non-emergency treatment provided for a 
health plan beneficiary 

Pr~mary Care Primary care refers to personal, curative or preventive health care services 
which most people need most of the time for most of their health concerns 

Secondary Care Care from specialists that ideally is arranged through referral after preliminary 
evaluation by a primary-care practitioner 

- 
- Capitation Payment A fixed, periodic payment made to providers for access to a specified set 

of health care services or benefits Payments are usually made on a per-member, per-month 
basis, and new payment levels are generally established annually 

Copayment A small fixed amount per service that is paid by the beneficiary Copayments are 
- generally used to discourage frivolous use of services 

Per-case Payment A type of provider relrnbursement in whch the hospital or physician is paid 
a speclfic amount for each case treated, regardless of the extent of services 

* Fee-for-servlce Reimbursement of providers on a service-by-service basis rather than on a 
salmed, per-case or capitated basis 

UbIlzatlon management and review essentially refer to procedures to identi& whether health 
care services are being provided inappropriately or in excess Managed care orgaruzations make 

Q extensive use of these procedures in order to reduce utilization of services and costs Some 
examples of utilization management include gatekeeping, referrals, and second opimon 
requirements Some examples of utilization review include profiling and physician peer review 


